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Gillies, H. D.: The Tubed Pedicle in Plastic Sur- 
gery. N. York M. J., 1920, cxi, 1. 


The method described by the author was evolved 

by him in October, 1918, when he was confronted 
with the difficulties of restoration in cases of severe 
facial burns. In these cases all of the skin had been 
damaged or destroyed and no facial flaps were avail- 
able from which to make the necessary repairs. It 
was therefore necessary to obtain skin from the 
chest and neck, but for such flaps it was difficult to 
obtain an adequate blood supply. This problem 
was solved to a very great extent by the method 
which forms the subject of this article. 
» If a large area of the skin of the chest is to be 
grafted to the face it is necessary to have a pedicle 
to the flap of skin the base of which is situated some- 
where in the upper part of the neck. A strip of skin, 
usually between 214 and 3 in. wide, is raised from 
the neck to form the pedicle, its upper and lower 
extremities being left untouched. Two edges of the 
pedicle are then accurately sutured together, skin 
edge to skin edge, by a continuous suture. Subcut- 
icular catgut is perhaps the most effective suture 
material but in the majority of cases ordinary horse- 
hair is employed. 

It is usually possiblé to approximate the edges of 
the wound made by the removal of the flap by under- 
mining its edges and suturing them underneath the 
raised pedicle. This is facilitated if the patient 
raises his shoulder and inclines his head toward the 
affected side. In addition to the skin-edge sutures. 
tension sutures are necessary. The pedicle, now 
tubed, lies like a sausage between the base and the 
extremity. 

In the course of about three weeks considerable 
arterial and venous anastomosis has occurred in the 
pedicle and the blood is led from the base of the 
pedicle toward the extremity of the chest. The flap 
is now ready to be raised from the chest and sewed 
into position on the face, the pedicle being left in its 


tube form. It is obVious that in this manoeuvre the 
pedicle cannot become infected. Moreover it will 
stand a considerable amount of twisting and even 
kinking. By means of the pedicle the blood supply 
of the flap is greatly improved. 

When the flap has taken root on the face the ped- 
icle may be divided and returned to the neck or, as 
is more commonly done, divided at the neck end, 
opened out, and spread upon some other portion 
of the face. When once the flap is placed upon the 
face, it is possible to use the pedicle in a variety of 
ways. 

In the manner described, flaps of skin may be 
brought to the face by stages from long distances. 
In other parts of the body larger flaps of skin may 
be used to relieve the disability caused by severe 
burns and contractions. The article is illustrated 
with photographs showing the application of the 
method. E. C. Ropirsnek. 


Horsley, J. S.: Surgical Drainage from a Biological 
Point of View. J. Am. M. Ass., 1920, Ixxiv, 159. 


Horsley calls attention to the defenses of the 
body against injurious foreign substances, men- 
tioning as examples the vomiting of nauseating 
food by the stomach, the expulsion of irritating 
substances from the bladder, the rectum, or the 


‘larynx by muscular action, and the attempted 


washing away of irritating foreign bodies in the nose 
or eyes by increased secretion. In solid tissue the 
body makes an effort to extrude irritating foreign 
substances by reversing the lymph circulation and 
pouring out lymph around them. This phenomenon 
is the biological basis of drainage. Abdominal drain- 
age is practically always uphill but is successful 
because the drainage material not only relieves the 
pressure but provokes the out-pouring of large 
quantities of lymph to extrude it and with this 
serum are carried along the products of bacterial 
infection that otherwise might be absorbed. 

In solid soft tissue, as in the thigh, the lymph 
supply is not as abundant as in the abdomen and 
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consequently gravity drainage must be utilized. In 
the abdomen the supply of lymph is so great and its 
out-pouring along the drainage track so constant 
that it makes little difference whether the drainage 
tube is pointed up or down as long as it is of sufficient 
size and of the proper material to provoke the out- 
pouring of serum. 

Drainage should be instituted after every radical 
operation for cancer of the breast or of the neck as 
it tends to prevent the absorption of cancer cells 
that may be left in the wound. 

Irritating foreign substances in bone cause the 
absorption of lime salts around them. Nature 
evidently does this to loosen the foreign substance 
in a preliminary effort to extrude it. Such induced 
osteoporosis accounts for the frequent cases of non- 
union of fractures after the use of metal plates and 
screws. Probably many so-called apical abscesses 
in the teeth are the result of the reaction of the bone 
to the material with which the root of the tooth has 
been filled. 

In infected epithelial-lined hollow viscera drain- 
age carries off the inflammatory products, affords 
physiological rest, and produces a reversal of the 
circulation of the local lymphatics which tends to 
prevent the absorption of the septic products. It 
is probably for these reasons that drainage of an 
infected bladder or of the common bile-duct in 
pancreatitis is effective. 

The drainage material selected should induce a 
reversed flow of lymph, carry away the liquid prod- 
ucts of the wound, and cause the least injury to the 
wound. The ideal drainage material has not been 
found, but combinations of gauze and rubber tissue 
have proved fairly satisfactory. 


Wood, J. C.: Uncorrected Factors “yoy 
Stomach Symptoms after Surgical Work. ws 
York M. J., 1920, cxi, 136. 

The author first calls attention to the fact that, 
notwithstanding the strides made in roentgenology, 
physiology, and chemistry, there are many organic 
and constitutional conditions remote from, or in 
close proximity to, the stomach which may give rise 
to symptoms simulating organic disease. Therefore 
the only safe diagnosis when surgery of the stomach 
is contemplated is a diagnosis by exclusion. Among 
the confusing factors which may perpetuate indiges- 
tion are mentioned the various forms of toxemia, 
cerebral and hysterical conditions, asthenopia and 
other refractive errors, crises having their origin 
in the kidneys, gall-bladder, or pancreas, and oxal- 


uria. 
The chief objects of the discussion, however, are: 
(1) to emphasize the importance of chronic lesions 
of the appendix as disturbing factors which fre- 
quently cause indigestion and hyperacidity with 
gastralgia and even hematemesis; and (2) to re- 
emphasize the fact too often overlooked that dis- 
placements and diseases of the female pelvic organs 
are frequently responsible for indigestion and mal- 
nutrition. The author states that in observing 


the trend of the times he sometimes wonders whether 
the general surgeon has not forgotten that within 
the medulla is a reflex center which presides over 
the stomach and abdominal viscera and that this 
center is in constant communication with the pelvic 
organs through the uterine and ovarian plexus, 
affecting them for good or evil. 

A composite picture of patients coming to the 
gynecologist for surgical relief is given as follows: 

The patient, aged 30, is a multipara. Her metab- 
olism is profoundly disturbed as manifested by loss 
of flesh, flabby muscles, dermatoses, and cold hands 
and feet. The hemoglobin is low, possibly 70; the 
red blood count is 4,000,000 or less; the leucocyte 
count low, with an increase in the lymphocytes; 
and the blood pressure usually below normal. The 
patient has headaches, mental depression or actual 
melancholia, and constipation or alternate con- 
stipation and diarrhoea with mucous enterocolitis. 

In the majority of instances the appendicular 
symptoms referred to are present. Often there is a 
general enteroptosis, and the kidneys, especially 
the right kidney, are usually palpable because of the 
emaciation. In many cases the thyroid is more or 
less enlarged and there is an increased calcium out- 
put in the urine. In cases of hypofunction of the 
thyroid, the calcium output is diminished. There is 
often indicanuria and not infrequently oxaluria. 
The general symptoms of incipient Basedow’s dis- 
ease are not uncommon. Menstruation is painful 
and scant or excessive. Dyspareunia and impotency 
are common symptoms. Finally, there is marked 
indigestion characterized by hunger pains, flat- 
ulency, heartburn, satiety, a heavily coated tongue. 
and fecal breath. 

A physical examination of the abdominal and 
pelvic organs reveals an enlarged, subinvoluted, and 
sharply retroflexed uterus with the ovaries under 
the fundus. When the ovaries and tubes are more 
seriously involved, the general stigmata of gonor- 
rheea will be in evidence. The cervix is torn and the 
pelvic floor relaxed. There is an eversion of the 
cervical lips with inflammation of both the cervical 
and fundal mucosa, giving rise to leucorrhoea and 
menorrhagia. The sphincter ani is tight, an im- 
portant factor in perpetuating the constipation, as 
emphasized by Hilton. 

A patient thus afflicted has indigestion: (1) be- 
cause the reflex center in the medulla is constantly 
receiving morbid stimuli from the diseased and 
displaced pelvic viscera and from this center these 
stimuli are transmitted to the stomach; and (2) 
because sooner or later her metabolism is so dis- 
turbed that she becomes a victim of autointoxica- 
tion the products of which further react upon the 
cerebral center to which they are carried through 
the blood stream. The hyperthyrea, if present, only 
adds to the nervous and digestive symptoms already 
induced. A vicious circle is thus established which 
may in time end in organic disease of the stomach or 
perpetuate a long-standing indigestion even though 
the lesions are surgically removed. 
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On the other hand, remedial measures that com- 
prehend the correction of all the pelvic lesions as 
well as those of the appendix will often clear up the 
trouble in the upper abdomen and make later work 
in that region unnecessary. If desired, an explora- 
tion of the upper abdomen may be made through 
the lower incision. This procedure does not of 
course apply to gastric conditions in which danger 
portends or there is marked deformity or displace- 
ment. 

Stomach surgery when well defined and clearly 
indicated is too firmly established to be affected by 
adverse criticism. In all instances in which the 
gastric condition is chronic, however, the entire 
body should be thoroughly examined before an 
operation is performed on the stomach. 

The subject in hand has nothing to do with 
surgery for diseases of the thyroid except insofar 
as thyroid pathology enters into the syndrome which 
is given as typical of a large class of cases of indiges- 
tion due to causes remote from the stomach. The 
author has seen many enlarged thyroids with the 
accompanying manifestations of Graves’ disease 
disappear after the patient’s disturbed metabolism 
had been corrected by the work outlined. There- 
fore the fact becomes apparent that the thyroid is 
often needlessly sacrificed by indiscriminating 
surgeons. 


ASEPTIC AND ANTISEPTIC SURGERY 


Gardner, C. B.: The Treatment of Infected 
Wounds, with Demonstration of the Carrel- 
Dakin Technique. J. Michigan State M. Soc., 
1920, xviii, 1. 

The Carrel-Dakin treatment for infected wounds 
is discussed under four heads, i. e., (1) mechanical 
cleansing, (2) chemical sterilization, (3) bacterio- 
logical control, and (4) closure. 

The surgical procedure of excision has for its 
purpose not only the mechanical cleansing of the 
wound but also its preparation for the distributing 
tubes. This preparation depends also on the length 
of time that has elapsed since the injury was re- 
ceived. If the patient is seen in the so-called pre- 
inflammatory period, it should be most thorough. 
Free incisions are called for as they can be brought 
together again in a few days and extensive opening 
up of soft parts nearly always yields earlier closing. 
In the preparation of the skin the use of iodine 
predisposes to subsequent irritation from the hy- 

hlorite solution. Vigorous mechanical cleans- 
ing with neutral sodium oleate and sterile water 
with alcohol or ether will suffice, but care must be 
taken to avoid injuring the tissues further by too 
brisk use of the gauze. 

_ At this time also all foreign bodies and damaged 
tissue should be removed by means of a sharp cutting 
instrument such as a razor. The incisions must be 
sufficiently long to permit careful inspection of the 
seat of fracture and the surgeon should be conserva- 
tive in the removal of bone and periosteum. Splin- 


ters lying free should be removed but those with 
adherent periosteum should be allowed to remain. 
In longitudinal fractures the exposed marrow should 
be removed. The instillation tubes should be placed 
in as close contact with the bone at the seat of the 
fracture as possible. Openings at dependent points 
for drainage are contra-indicated as the chemical 
used for sterilization should come in contact with 
all parts of the wound. One exception to this is 
empyema. 

The incidence of the inflammatory period after 
an injury is variable, but infection is usually well 
established in from twenty-four to thirty-six hours. 
At this time great care must be used in the surgical 
procedure in the wound and as a rule active manipu- 
lation is to be condemned. The use of the scalpel 
in a wound from which serum is exuding is exceed- 
ingly dangerous. Usually, however, it is possible to 
insert the instillation tubes with little manipula- 
tion. The main exception is when there is muscle 
involvement. In such cases it is necessary to open 
up the focus of infection as well as to remove 
hematomata that may be easily reached. The limb 
should be kept rigidly immobilized not only to re- 
duce the pain but to prevent dissemination of 
bacteria by muscular action. After the infection 
has been reduced by chemical instillation the more 
radical surgical procedures may be carried out. 

A fact to be borne in mind is that wounds should 
not be sutured when the incision has gone through 
old cicatricial tissue as in such tissue bacteria may 
remain latent for some time. A study of a number 
of war wounds resulting in osteomyelitis warrants 
the following conclusions: 

1. Successful suture is generally impossible in 


operations made in or through wounds which 


have undergone prolonged suppuration. 

2. In bone grafting for non-union success is to 
be expected only if the two-stage operation is 
performed. 

3. The operation of sequestrectomy for bone 
which in the X-ray picture appears rarified should 
not be insisted upon in the absence of suppuration. 

In injuries to large blood vessels, ligatures must 
be placed both above and below the injured area. 
Chromic catgut or linen must be used instead of 
silk or plain catgut as the latter are quickly dis- 
solved by Dakin’s solution. All surgical procedures 
must be carried out under strict asepsis and all 
dressing materials handled with dressing forceps. 
Alcohol and ether should not be used on the wound 
surface, though ether may be employed to clean the 
surrounding skin after cleansing with neutral soap 
and water. The wound surface itself must be 
cleaned with neutral sodium oleate and sterile 
water. 

A wound which is being treated successfully has 
no odor. The number and arrangement of the tubes 
should be such as will insure an abundant and fresh 
supply of the hypochlorite at each two-hour in- 
stillation period. Gauze should not intervene 
between the tubes and the tissues to be treated. 
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Covered tubes should not be used in the presence of 
much wound secretion. The tubes may be held in 
place by means of gauze sponges soaked in the hypo- 
chlorite solution and should be tested out regularly 
to determine their patency. To protect the sur- 
rounding skin, gauze impregnated with a mixture 
consisting of vaseline, 91 per cent, paraffin, 6 per 
cent, and resin, 3 per cent may be placed around the 
wound. The mixture is melted and poured over the 
strips in a tin box which is then placed in the auto- 
clave at 15 lbs. pressure for forty-five minutes. The 
wound may be supplied with the antiseptic inter- 
mittently, continuously. or by the syringe method. 
Automatic systems have been tried but have not 
been very successful. 

The guide to the true condition of the wound is 
the bacterial flora of the secretions. This is studied 
by either the smear or the culture method. In- 
stillation should be discontinued at least two hours 
before the examination is made. From five to 
thirty fields should be counted under the microscope 
and the average number of bacteria determined, 
the result being charted. Counts should be made 
at least every forty-eight hours. Bacteriological 
examinations of fresh wounds are unsatisfactory as 
the bacteria are not disseminated and blood is 
present. Depending upon the size and condition of 
the wound, from three to ten days are required to 
effect sterilization. Failure in this calls for a careful 
investigation as to the technique of instillation, the 
continued presence of foci of infection and the 
advisability of an exploration. 

Wounds of soft parts which have shown a satis- 
factory bacteriological count may be closed in five 
or six days providing there are no local or general 
contra-indications and treatment was inaugurated 
shortly after the receipt of the injury. When the 
time which elapsed between the manifestation of in- 
fection and the beginning of treatment was longer, 
from eight to twelve days should pass before the 
wound is closed and it should have been sterile for 
four or five days. In compound fractures which 
have once been the seat of active inflammation a 
still longer time is required, usually a month. 

If the skin is freely movable and cicatrization has 
not begun, the wound edges may be brought to- 
gether with adhesive strips. Secondary suturing 
requires a general anesthetic. Adherent skin must 
be freed and the skin margins freshened. Good 
apposition may be obtained by dissection of the 
flaps. A few strands of silkworm gut may be in- 
serted for drainage, especially if at the time of closing 
the bacteriological count is 5 or 6 per field. Closure 
is never done, however, unless the streptococcus and 
the gas bacillus have been proved absent. 

The silkworm gut should be removed in forty- 
eight hours and the secretions obtained with it 
examined bacteriologically. If there are indications 
of impending infection the wound should be opened 
up again and subjected to re-sterilization. In 
wounds which have undergone prolonged suppura- 
tion the tissues should be dissected and suturing 


INTERNATIONAL ABSTRACT OF SURGERY 


delayed until sterilization has been continued for a 
few days longer. It is never safe to put sutures 
through cicatricial tissue unless the sterilization is 
continued. 

The author gives a description of the apparatus 
to be used and information regarding the prepara- 
tion of the hypochlorite solution, tests for alkalinity, 
titration, etc. I. W. Bacu. 


ANZSTHESIA 


Silk, J. F. W.: The Administration of Anesthetics 
in Home Military Hospitals. Am. J. Surg., 1920, 
xxxiv, Anes. Supp., 2. 


In the pre-war days the author deprecated the 
endeavor to use any one anesthetic and insisted 
upon the advantages of varying the procedure in 
accordance with certain elemental circumstances 
such as the patient’s sex, age, and physical con- 
dition and the nature of the operation. While his 
views on this point have remained unchanged, he 
now appreciates the fact that the relative values of 
the factors mentioned have altered materially under 
the stress of war. The patient’s age and sex have 
lost their importance, and the main determining 
factors are those of his previous condition and the 
nature of the operation. 

Except for the secondary results of his injury, 
the soldier may be regarded as an average healthy 
male. The secondary results, however, are of much 
importance and introduce factors which, com- 
paratively speaking, are unknown in civilian prac- 
tice. In many cases there has been somewhat pro- 
longed suppuration of varying intensity. This may 
not produce all or any of the characteristic objective 
symptoms of acute sepsis, but it has a very bad 
effect upon the heart muscle. It is rather more than 
a mere coincidence that of 40 postmortems per- 
formed in home military hospitals the heart muscle 
was found more or less degenerated in 26 and in 
these 26 cases there were definite records of pro- 
longed sepsis in 20. 

The dilated heart of over-training and under- 
feeding is fairly common and when by a rare chance 
a patient with a heart so affected is anesthetized 
there is apt to be trouble. There are at least three 
classes of cases in which the work of the anesthe’ ist 
has been most distinctly altered and severely tried, 
i. e., operations for spinal injuries, orthopedic 
waney in general, and plastic operations upon the 
ace. 

For routine anesthesia it is necessary to select 
an anesthetic which is least apt to cause injury, 
and in the use of which the anasthetist, even if 
rather below the average in skill, is least apt to go 
wrong. ‘The routine use of pure, unadulterated 
chloroform as a first choice is to be avoided as much 
as possible. In the hands of the most skilled the 
mortality is relatively high, approaching 1 death in 
2,000 cases. Of the deaths under anesthesia which 
have been reported to Silk since January, 1917, at 
least 55 per cent, and probably more, were due to or 
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occurred under chloroform used in undiluted form. 
In many other cases chloroform was by far the 
chief drug administered. In fully 28 per cent the 
death occurred before the operation was begun. 

While, as stated, the author objects to the use of 
undiluted chloroform as a first choice for routine 
work, his condemnation does not extend further 
than this. He recognizes the value of the drug for 
many cases and believes that when it is sufficiently 
diluted with ether and administered carefully’ by 
the open method it is a very simple and admirable 
agent to induce anesthesia previous to the con- 
tinuous use of ether. For short operations local 
anesthetics or nitrous oxide are recommended. If 
these are not available, the anesthetic of choice for 
continuous work is ether given by the open method. 

Less pure chloroform and more ether is being 
used in the English hospitals now than twelve 
months ago and definitely good results have fol- 
lowed the change for the death rate for the quarter 
ending September 30 was rather less than one half 
the average rate for the two quarters preceding. 
In modified or chronic shock Silk gives morphine, 
but in cases of sepsis, malaria, and heart trouble he 
avoids its use. In cases of intracranial conditions 
morphine is usually unnecessary as the patient is 
often semi-comatose or dazed. For this reason, 
also, very little anesthetic is required. 

The induction of anesthesia should be based 
upon the following three fundamental principles: 

1. Avoid all but the most dilute doses of chloro- 
form. 

2. Give as little anesthetic of any sort as possible. 

3. Avoid any condition resembling asphyxia by 
diluting the vapor very freely. For this purpose 
oxygen given either by itself or bubbled through 
the anesthetic is very useful. IsABELLA Hers. 


MacNider, W. de B.: A Study of the Toxic Effect 
of General Anesthetics in Naturally Nephro- 
pathic Animals; and the Prevention of the 
Toxic Action. Am. J. Surg., 1920, xxxiv, Anes. 
Supp., 15. 

MacNider studied the effect of the susceptibility 
of the kidney to certain injurious agents, such as 
anesthetics, not only from the point of view of 
pathology, but from the standpoint of renal func- 
tion. A group of naturally nephropathic dogs were 
anesthetized either by morphine-ether or by 
Grehant’s anesthetic, the active anesthetic con- 
stituent of which is chloroform. Each animal so 
anesthetized was controlled by a normal animal 
which had been subjected to the same examination. 

The anesthesia for the control and nephropathic 
animals lasted one and a half hours, and at each 
half-hour interval the urine was collected and 
measured and the blood was examined for its reserve 
alkali content. At such half-hour intervals, different 
diuretic substances were given the animals, and 
their effect on the functional response of the kidney 
was noted in the output of urine during the follow- 
ing half-hour period. The diuretic solutions em- 


ployed were: (1) theobromine, 1 per cent; (2) 
caffeine, 1 per cent; (3) a 0.9 per cent solution of 
urea; (4) a 20 per cent solution of glucose; and (5) 
pituitrin, 0.5 c. c. per animal. 

The difference in response of the normal control 
animal as compared with a naturally nephropathic 
animal during the course of the anesthesia was very 
striking. All of the control animals were freely 
diuretic after the establishment of a satisfactory 
state of surgical anesthesia. The output of the 
urine varied from 2 to 8 drops per minute. ‘The 
reserve alkali of these animals and the tension of 
alveolar air carbon dioxide was normal at this 
period of anasthesia and remained normal for the 
hour and a half of the experiment. 

When the control animals were given any of the 
diuretic solutions an increase in the formation of 
urine occurred. The output was greatest when 
glucose and pituitrin were administered. 

When a similar degree of surgical anesthesia had 
been produced in the naturally nephropathic an- 
imals, the output of urine was sharply reduced. Only 
one of the twelve animals was forming urine at this 
early stage of the experiment, and its output was 
only 2 drops per minute. The rest of this group had 
become anuric. During the course of the experiment, 
the reserve alkali of the blood showed a progressive 
reduction in all of the animals, so that by the end 
of the hour and a half the readings varied between 
7.8 and 7 45. During this period, the same diuretic 
solutions were given these animals as were admin- 
istered to the control animals. The animal which 
at the beginning of the experiment was forming 2 
drops of urine per minute responded half an hour 
after the administration of theobromine with an 
increase of urine to 10 drops. All of the others re- 
mained unresponsive to the various diuretic solu- 
tions. The state of anuria which was established 
by the time these animals had become completely 
anesthetized persisted throughout the experiment 
and was uninfluenced by diuretic solutions which 
in the normal control animals were of distinct di- 
uretic value. 

These observations warrant the following deduc- 
tions: The use of an anesthetic in naturally nephro- 
pathic animals leads to a progressive reduction in the 
reserve alkali of the blood and, associated with this 
change in the acid-base equilibrium, a rapid reduc- 
tion in the formation of urine or the establishment 
of a state of anuria which is uninfluenced by various 
diuretic solutions. 

By the intravenous injection of an alkaline solu- 
tion an attempt was made to protect the kidney of 
naturally nephropathic animals against the toxic 
effect of an anesthetic. An hour before anesthesia 
the control animals were given 25 c. c. of a 0.9 per 
cent solution of sodium chloride per kilogram while 
the naturally nephropathic animals, which were not 
to serve as controls, were given a similar amount of 
sodium carbonate solution which was equimolecular 
with a 0.9 per cent of sodium chloride. The animals 
were then anesthetized as described previously. 
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The naturally nephropathic animals which served 
as controls and which received intravenous injec- 
tions of the sodium chloride sclution became anuric 
by the time a state of satisfactory surgical anezs- 
thesia had been produced. The reserve alkali of the 
blood showed a reduction which varied between 
7.9 and 7.8, and during the course of the anesthesia 
there was a further progressive reduction so that 
at the termination of the experiment the reserve 
varied between 7.7 and 7.6. All of these animals 
remained anuric during the course of the experiment 
and were not responsive to diuretic solutions of 
theobromine, urea, glucose, or pituitrin. 

The naturally nephropathic animals which 
received the sodium carbonate protection were all 
diuretic at the completion of the anesthesia and 
their reserve alkali varied between 8.25 to 8.15. 
During the course of the anesthesia these pro- 
tected animals showed the effect of the anesthetic 
also by a reduction in their alkali reserve and 
at the termination of the experiment the values 
varied between 8 and 7.85. The animals of the 
group which showed the least reduction in the alkali 
reserve, a reduction not under 7.9, remained diuretic 
during the course of the experiment and were re- 
sponsive to diuretic solutions which were of no 
value in the control animals. The author con- 
cludes: 

1. That the use of an anesthetic effects a reduc- 
tion in the alkali reserve of the blood which is very 
marked in naturally nephropathic animals. 

2. That such a reduction is associated with a 
decrease in the kidney function. 

3. That if the alkali reserve of the blood during 
an anesthesia can be kept above 7.9, the animals 
remain not only diuretic but also responsive to the 
various diuretic solutions. ISABELLA HERa. 


Taddei, D.: General Ether Anesthesia in Short 
Operations; Analgesia by Psychic Block 
(L’anesthesia generale eterea nelle operazioni di 
breve durata—analgesia per blocco psichico). 
Riforma med., 1919, xxxv, 896. 


It has been known for a long time that there is an 
incipient analgesic condition in every inhalation 
narcosis. This analgesia is obtained after ten or 
twenty inhalations and has often been utilized by 
surgeons and obstetricians. In a short operation the 
surgeon watches for the moment when the patient’s 
psychic condition reaches the desired point and 
— it arrives he proceeds with the manceuvre de- 
sired. 

The author's technique in obtaining the analgesic 
stage differs from that of others. He uses a common 
mask which covers the face well. No previous prep- 
aration of the patient is necessary. The method is 
applicable only to very short operations or to short 
treatments. The patient lies horizontally on the 
operating table, the limbs being fixed unless the 
operation is to be performed on a leg or an arm, in 
which case they are maintained in the desired 
position by an assistant. When all is ready the 


mask is put in place and the ether is poured upon 
it in such a way that air cannot be breathed simul- 
taneously. The operation is begun immediately and 
as soon +s the painful part is completed the mask is 
removed. Usually when the mask is applied the 
patient gasps and tries to shake it off but this is 
prevented by the anasthetist. 

There is some slight cyanosis. The analgesic 
condition lasts for from thirty to sixty seconds, a 
period of time which is usually sufficient in the 
cases for which the method is used. After the mask 
is removed the patient remains quiet for some 
minutes, breathing calmly and regularly. Com- 
plete return of consciousness is preceded by a period 
of semi-consciousness during which he is able to obey 
the surgeon’s orders. After from five to ten min- 
utes he is again on his feet. Only the suffocation is 
remembered. The pain from the wound is not ex- 
perienced until later. 

The analgesia may be prolonged for from two to 
five minutes by the administration of additional 
small doses of ether, but in such cases vomiting 
usually occurs after the removal of the mask, 
especially if the patient has not been prepared 
previously. 

Even in cases of infection the method may be 
repeated on successive days or, better, on alternate 
days when painful medication or manipulation is 
necessary. 

The author prefers to designate this very short 
anesthesia as “psychic block” as he believes 
it is not due to the chemical action of the ether 
on the nerve centers but is analogous to the well- 
known analgesia observed in great emotion. He has 
employed it in about 3,000 cases (the majority 
those of soldiers) without pulmonary, cardiac, or 
similar affections. A fact commonly observed is 
that on the day of the anesthesia there is anorexia for 
solid food. W. A. BRENNAN. 


Shipway, F. E.: Intratracheal Insufflation of 
Ether in Operations Which Involve Bleeding 
into the Air Passages. Proc. Roy. Soc. Med., 
Lond., 1919, xiii, Sect. Anes., 1. 


Shipway states that as it is now about ten years 
since Elsberg first used intratracheal insufflation. 
sufficient time has elapsed to justify the claim that. 
the value of the method has been established. 
While it has had to meet with much opposition from 
those who resisted its advance either because of 
excessive caution or because of a mistaken concep- 
tion of its difficulties, its use during the war has 
brought it into prominence. 

The author’s experience with intratracheal in- 
sufflation is based on 930 cases. In 407 of these it 
was used for operations on the face, mouth, and 
pharynx in which there was bleeding into the air 
passages. 

When difficulty is experienced in exposing the 
vocal cords the application of a 5 per cent solution 
of cocaine to the pharynx and epiglottis is recom- 
mended. This is particularly helpful when light 
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anesthesia is indicated and refutes the criticism that 
the depth of anesthesia necessary to pass the 
catheter prohibits the application of the method in 
cases of this kind in which its use is especially advan- 
tageous. 

The author discusses at some length the abnormal 
conditions following gunshot wounds of the face 
and jaws, loss of tissue and subsequent scarring, 
contraction, and deformity, which during the war 
complicated intubation. After several ineffectual 
attempts to pass the catheter in the head-down 
position used by laryngologists the patient was 
raised to the semi-recumbent posture and the head 
somewhat flexed. The difficulty then disappeared. 
The most serious obstacle was presented by a 
scarred and adherent tongue but in this case 
intubation was rendered successful by a careful 
examination of the altered anatomy beforehand 
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Jefferson, G.: The Physiological Pathology of 
Gunshot Wounds of the Head. Brit. J. Surg., 
1919, Vii, 262. 


The author’s report is based on a series of cases seen 
at General Hospital No. 14 of the British Expedi- 
tionary Forces from July to October, 1918. It 
includes 220 cases, 170 of which were operated on in 
that hospital. 

The cause of death was usually bulbar anemia 
caused by anatomical injury, infection, or both. The 
results were influenced by the patient’s condition 
on admission, the time between the injury and the 
operation, and the length of postoperative quiet. 
These patients did not stand transportation well. 

The wounds were classified into three groups: 
(1) simple scalp wounds; (2) scalp wounds in which 
the calvarium was fractured but the dura was not 
penetrated, and (3) fractures in which the dura was 
penetrated. 

In Group 1 there were 54 cases with no deaths. 
Some of the patients, however, suffered brain injury, 
17 showing localizing signs of concussion or con- 
tusion. 

In Group 2 there were 37 cases with no deaths. 
The dura was usually injured, but as a rule the 
damage was slight. In 4 cases there was injury to 
the meningeal vessels, and in 80 per cent cerebral 
contusion. 

’ Group 3, including all cases in which the dura 
was penetrated, numbered 79 cases. There were 29 
deaths, a mortality of 36.7 per cent. 

Because of their anatomical position the ven- 
tricles were easily and frequently involved. Such 
involvement was a serious complication as the infec- 
tious material was rapidly carried through the 
foramina of Key and Retzius to the base of the 
brain. The organism most frequently found in 
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and attention to the patient’s position and the 
illumination. 

In cases of cancer of the mouth the question 
arises as to whether the administration of the 
anesthetic through a laryngotomy or tracheotomy 
tube is a better method than intratracheal ether. 
It has been said that cancer cells may be implanted 
further down the air passages by the introduction of 
the direct laryngoscope. It is difficult to prove this 
assertion but the danger should not be overlooked; 
it would seem that if contact with the growth can- 
not be avoided, the advisability of opening the 
trachea should be given serious consideration. 

Factors which must be taken into account before a 
preliminary narcotic is given are the patient’s age 
and condition, the nature of the operation, and the 
probable duration of the anesthesia. 

IsABELLA HERB. 
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cultures was the bacillus welchii. The bacillus 
sporogenes was next in frequency. The streptococ- 
cus was rarely present, but extremely virulent as 
it was found in 33.3 per cent of the fatal cases. 

In-driven bone fragments were a great source of 
infection, and sequestra tended to delay healing. 
Cerebral hernia and cerebral fungi occurred in 50 
per cent of the cases after both large and small 
defects and in all regions of the skull. They were 
considered an evidence of sepsis and were due to 
local swelling and increased intracranial pressure. 
As a rule, leakage of spinal fluid through a fungus. 
meant extension of the infection to a ventricle. 
In 11 cases in which it occurred there were only 3 
recoveries. The treatment used and recommended 
for cerebral fungi was lumbar puncture. 

In the operative technique great care was taken 
to make the toilet as thorough as possible. Intact 
dura was not incised since incision was thought to 
increase the danger of infecting the brain. Local 
anesthesia was used whenever practical. 

The neurological aspects of the cases were closely 
followed. Three phases were abserved: (1) signs 
and symptoms of disturbed cerebral circulation; 
(2) localized signs and symptoms of the special 
cortical areas; and (3) the meningeal syndrome 
which was often present even when the cerebro- 
=~ fluid was sterile. Two cases seemed to present 
the picture of rigidity of the lower limbs described 
by Holmes and Sargent as “superior longitudinal 
sinus syndrome.” In both there was definite injury 
of the cortex. 

The three chief causes of death were hemorrhage, 
traumatic a dema, and sepsis. There were no deaths 
from intercurrent disease. The average time before 
death was seventeen days. Four patients died as a 
result of the injury, 2 of them within forty-eight 
hours; 3 died of cerebral abscess; 2, of massive gas 
infection; and 19, of meningitis. J. I. Mircnett. 
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Policard, A., and Murard, J.: A Histologic Study of 
a Cartilaginous Cranioplastic Graft Thirty 
Months Old (Etude histologique d’une piéce de 
cranioplastie cartilagineuse datant de trente mois). 
Lyon chirurg., 1919, xvi, 378. 


From an analysis of the literature it is evident 
that as a rule cartilage grafts become atrophied. 
While in some instances the cartilage preserves its 
normal aspect, in others it is more or less completely 
resorbed and its place is taken by a mass of fibro- 
connective tissue. 

The graft studied by the authors was implanted 
in the skull of a soldier following trephination. The 
patient died from epilepsy thirty months later. 

It was found that this graft was united to the 
cranium wall by a purely fibrous formation. At no 
point was there any direct union. The fixation was 
sufficiently solid, however, to occlude the opening 
in the skull. 

Sebileau, who examined 5 cartilaginous grafts in 
cases of pseudarthrosis of the lower jaw, stated 
that despite the apparent continuity of the maxillary 
axis there was no physiological consolidation. 

Resorption of cartilage grafts is extremely slow, a 
fact which is of great importance. When the grafts 
are inserted subcutaneously in rhinoplastic opera- 
tions, however, they seem to be resorbed much 
more rapidly than when they are implanted in the 
cranium. 

The perichondrium is of considerable importance 
in maintaining the nutrition and vitality of cartilage 
grafts. It is a perfect agent of fixation between the 
graft and the surrounding connective tissue and 
acts as a buffer against the invasion of the cartilage 
by the connective tissue. In the joints where there 
is no perichondrium and the cartilage rests directly 
upon the tissues resorption and dissolution proceed 
much more rapidly. Therefore whenever possible 
the perichondrium about a graft should be carefully 
preserved. W. A. BRENNAN. 


Bellin, Aloin, and Vernet: Tuberculous Osteitis 
of the Temporal Region and of the Accessory 
Cavities of the Ear (Ostéite tuberculeuse du 

“temporal et des cavités annexes de l’oreille). J. de 
chir., 1919, xv, 480. 


The authors describe five clinical types of tubercu- 
lous osteitis of the region of the temporal bone and 
the accessory cavities of the ear: (1) the progressive- 
ly infiltrating type; latent tuberculous mastoiditis; 
(2) the type causing necrosis with the formation of 
sequestra; (3) the rarifying and perforating ulcera- 
tive type; (4) chronic tympanic osteitis with hyper- 
trophy of the mastoid; and (5) osteitis of the external 
auditory canal or of the temporal bone. 

Case histories illustrative of these different types 
are given. In discussing the clinical interpretation 
of these types the authors emphasize their diverse 
localization. 

The five cases reported were all characterized to a 
greater or less extent by symptoms which warranted 
a diagnosis of tuberculosis and four of the patients 


died of tuberculous cachexia. The fifth seems to have 
local tuberculosis and shows the classical symptoms 
of tuberculous osteitis. 

No general line of treatment is applicable to all of 
the different types described. If simple chronic 
otorrhoea is present and it is impossible to clean 
out the cavities completely, extensive local treat- 
ment seems only to aggravate the condition. 
The authors therefore conclude that the local 
condition should not be disturbed and that thera- 
peutic measures should be directed toward improving 
the patient’s general condition. In some instances, 
however, surgery is demanded by the complications. 

W. A. BRENNAN. 


Lemaitre, F.: Exclusion of the Subarachnoid 
Space (Exclusion des espaces sous-arachnoidiens). 
Rev. de chir., Par., 1919, lvii, 497. 


The dangers incident to brain surgery are due 
particularly to the presence of the meninges. If 
the meninges can be walled off, the prognosis is very 
much improved. Such a walling-off may be effected 
by the spontaneous or induced formation of adhe- 
sions. Like every other serous membrane, the 
meninges defend themselves by forming adhesions 
and in this way block off the subarachnoid space. 
The surgeon should always respect such adhesions 
and, if necessary, reinforce them. 

When the meninges are in a normal condition they 
can be made to become fibrous at any chosen point. 
The surgeon should induce such a fibrosis when he 
proposes to approach the brain. The bistoury 
should never be used or the meninges incised. Only 
a Pravatz needle is inserted into the meninges at 
the point where the brain effusion is believed to be. 
When a drop of pus issues, the needle should be re- 
placed by a cannula and the orifice slightly enlarged. 
A drain of very small caliber should then be inserted 
without injuring the edges of the orifice and left in 
place for from twenty-four to forty-eight hours. 
This will act not only as a drain but also as a foreign 
body and by its irritation will produce meningeal 
adhesions. Following the first intervention the 
orifice should be gradually enlarged and the fibrosis 
extended. 

According to the author, this method prevents 
meningitis in the same way as a generalized perit- 
onitis is prevented in cases of abscess of the appendix. 
It finds its application in the treatment of cerebral 
or cerebellar collections of any kind and also in other 
types of brain surgery such as the extraction of 
foreign bodies. W. A. BRENNAN. 


Adson, A. W.: The Surgical Treatment of Trifacial 
Neuralgia. Northwest Med., 1920, xix, 6. 


The author believes that patients suffering with 
trifacial neuralgia have a very definite symptoma- 
tology and that treatment should follow one of three 
courses: 

rt. Alcohol injection into the peripheral branches. 
This is indicated occasionally at the onset of the 
neuralgia in the cases of feeble patients who are 
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poor operative risks and those who are being prepared 
for the radical operation. While it is a palliative 
measure only, the average time of relief afforded is 
nine months. 

2. Avulsion of the peripheral branches. This 
treatment also is only a palliative procedure, afford- 
ing relief continuing for about eight months. It is 
more difficult to repeat than the alcohol injection. 

3. Physiological extirpation of the ganglion or 
division of the posterior root. Although avulsion of 
the posterior root relieves the pain permanently, it is 
ordinarily attended by two serious complications: 
(1) occasional seventh-nerve paralysis due to 
trauma at the exit of the root from the pons, and 
(2) frequent atrophic interstitial keratitis due to 
injury of the inner portion of the gasserian ganglion 
supplying the ophthalmic branch. 

The technique employed by the author in cutting 
the sensory root of the gasserian ganglion differs 
from the usual technique in that the dura propria 
covering the ganglion is not divided except over the 
posterior root, and the ganglion is not exposed 
during the dissection except at the posterior margin. 
The posterior root is cut with a guillotine knife on 
the crest of the petrous bone and a small pledget of 
muscle is inserted into the dural foramen, pushing 
the proximal end of the posterior root back into the 
posterior fossa. In this way injury to the pon; and 
ganglion, particularly the portion supplying the 
ophthalmic branch, and seventh-nerve paralysis are 
avoided and the frequency of atrophic interstitial 
keratitis is greatly diminished. 


Blair, V. P.: Cleft Palate and Harelip. Jnternat. J. 
Orthodont. & Oral Surg., 1920, vi, 43. 


Blair holds that from the standpoint of appear- 
ance, health, function, and mental development 
the earliest possible closure of facial clefts is de- 
manded and this closure should disturb the normal 
anatomy as little as possible. 

In complete cleft of the lip and palate, either 
single or double, the cleft is as wide as the alx of the 
nose will permit and the premaxilla is sprung for- 
ward, but comparatively little tissue is missing. 

Early closure of the lip over an open alveolar arch 
will cause the cleft to contract and eventually close, 
and gives very good contour to the arch. 

The Brophy operation allows an earlier satis- 
factory closure of the lip and palate but efforts 
must be limited to closing the arch with the best 
possible relationship between the premaxilla and 
the maxilla. The former should be placed in front 
of the latter in order to improve the shape of the 
lip, the latter being approximated anteriorly to 
render the cleft as narrow as possible at that point. 
The posterior part of the cleft remaining should not 
be disturbed. 

In a single cleft there may be spontaneous 
retraction of the premaxilla and closure of the 
alveolar cleft, but this does not occur in a complete 
double cleft. Proper early replacement in double 
cleft may produce some snubbing of the nose and 
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slit-like nasal openings, but these defects disappear 
with subsequent growth. 

The most desirable time to do a Brophy operation 
is within the first two days of life. Usually it is not 
applicable after three months. The posterior part 
of the cleft in the hard and soft palate, however, 
can be closed any time within seven months to a 
year. 

Closure of the lip will hasten narrowing of the 
cleft but will take longer than after a Brophy opera- 
tion and repair is not apt to be so satisfactory over 
an open alveolar cleft as over an intact arch. 

The author illustrates his points with numerous 
photographs and drawings. Louis ScuuLtz. 
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Dubois M.: Supernumerary Cervical Ribs (Cétes 
cervicales). Arch. méd. belges, 1910, 
xxii, 40. 


As a rule the local symptoms due to the presence 
of a cervical rib are not marked. In certain cases in 
which symptoms of compression hive suggested the 
presence of cervical ribs the X-ray has demonstrated 
that the compression was due to clavicular exostosis, 
an exostosis of the first thoracic rib, or a tumor of 
the vertebral column. On the other hand, the X-ray 
has seemed to show the presence of a cervical rib 
causing compression of vessels and nerves in cases 
which later were proved to be Raynaud's disease or 
syringomyelia. In other cases both syringomyelia 
and a cervical rib have been found. 

In the present state of X-ray technique it is im- 
possible to determine in which of the organs com- 
pressed by the cervical rib the symptoms originate. 
Consequently radiography cannot demonstrate 
definitely which is the cause and which the effect 
when a cervical rib and nervous and vascular dis- 
turbances are associated. 

The symptoms of cervical rib usually appear late 
in life; in the author’s cases between the twenty- 
ninth and fortieth years. In the cases reported in the 
literature they were noted between the seventh and 
fourteenth years of age in 6, between the fifteenth 
and twentieth years in 16, between the twenty-first 
and thirtieth years in 12, between the thirty-first and 
fortieth years in 11, and in ‘the sixty-second year 
in I. 

It is probable that the appearance of the symp- 
toms is closely related to ossification but external 
factors may cause their rapid development by 
altering the relations between the cervical rib and its 
immediate surroundings. 

The author does not agree with Schwartze who 
believes that a cervical rib demonstrated by radiog- 
raphy and causing marked symptoms should be 
surgically removed. The operation is difficult, and 
transient or permanent paralysis of the brachial 
plexus may result. Hence Dubois is of the opinion 
that the indications for surgery must be very imper- 
ative to outweigh its possible untoward results. 

W. A. BRENNAN. 
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Cyriax, E. F.: Incomplete Luxation of the Cervical 
Vertebrz (Les luxations incomplétes des vertébres 
cervicales). J. de chir., 1919, XV, 457- 

The author deals only with partial deviations of 
the cervical vertebre. These are due usually to 
direct injuries of the head or neck, or to falls. 
Whether the luxation is complete or incomplete 
depends upon the degree of the injury. In a sub- 
luxation the vertebra is in a state of repose and a 
position which it would have assumed normally as 
the result of some determined movement. In a 
luxation these normal limits are passed and the dis- 
placed bone is in a position beyond the physiological 
limit of normal movement. In either case, unless 
there are strong adhesions or an ankylosis, the dis- 
placed bone is not immediately fixed and there is 
always a certain amount of mobility which varies 
with the direction and the degree of the displace- 
ment. The deviations may be multiple, a number 
of vertebre being affected, and of different types, 
the types varying according to whether flexion or 
extension is present. 

The symptoms, pathology, and treatment are 
dealt with by the author in detail and case histories 
with illustrations are added. 

Cyriax is of the opinion that the incomplete luxa- 
tions of the cervical vertebra are much more fre- 
quent than is believed. Although the symptoms of 
subluxations, and more rarely of luxations, may not 
be very noticeable, they are generally characteristic 
and even when slight are easily detected. When 
the condition remains undetected it is because a 
search has not been made for it. As a rule displace- 
ments of the cervical vertebra may be reduced by 
appropriate movements. Reduction is painless or 
only slightly painful and when it is effected the 
symptoms due to the displacement disappear. 

A systematic examination of the region of the 
neck should be made in every case of craniocervical 
injury. W. A. BRENNAN. 


R. H.: The Treatment of Goiter with 
Radiation. Am.J. Roentgenol., 1919, n.s. vi, 613. 


All forms of exophthalmic goiter are benefited 
by both roentgen and radium treatment, and unless 
the disease is too far advanced the symptoms may be 
relieved or a symptomatic cure may be effected in 
80 per cent of the cases. 

The roentgen rays are of value also in reducing 
the hyperactivity of the thyroid gland in exophthal- 
mic goiter before operation when the tumor is large 
and the symptoms are so intense as to make opera- 
tion dangerous. In such cases it is advisable to 
operate within from four to six weeks after the 
roentgen-ray treatment, before fibrous-tissue forma- 
tion has taken place. 

In relapses after operation for exophthalmic 
goiter radiation rather than a second operation 
should be resorted to after a careful study of the 
ductless glands. 

Cases of exophthalmic goiter in which other duct- 
less glands play an important part, particularly if 
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the thyroid is small or of moderate size, should be 
given radiotherapy. 

Adolescent goiters which do not respond within 
a reasonable time to medical treatment are bene- 
fited by radiation. 

As contra-indications for roentgen treatment are 
mentioned: (1) colloid, cystic, fibrous, and nodular 
goiter; (2) goiter causing marked pressure without 
toxic symptoms; and (3) intrathoracic goiters. 

The author lays stress on the importance of 
properly selecting cases for radiotherapy and states 
that such selection is dependent upon the com- 
petence and experience of the radiologist. 

As in some cases there is coincident involvement 
of the thymus or ovaries, simultaneous treatment of 
these glands may be beneficial. Both radium and 
the roentgen rays have a pronounced effect on 
glandular or epithelial cells which varies with the 
dosage. Hence to obtain the desired effects, care is 
necessary. Benefit may be obtained in cases of 
adolescent goiter, simple goiter, and exophthalmic 
goiter. In the last-named, improvement is noted in 
the pulse rate and nervous symptoms, and there is 
an increase in weight. The majority of the cases 
show also improvement in the exophthalmos and a 
greater or less reduction in the size of the goiter. 

ADOLPH HARTUNG. 


Boothby, W. M.: The Value of the Basal Metabolic 
Rate in the Treatment of Diseases of the Thy- 
roid. Med. Clin. N. Am., 1919, iii, 603. 


By basal metabolism is meant the normal heat 
production of an organism measured twelve to 
eighteen hours after the ingestion of food, the 
organism being at complete muscular rest. It may 
be estimated by direct calorimetry or indirectly by 
the analysis of the end-products of oxidation within 
the organism. The author uses indirect calorimetry 
in his studies. 

In a large group of diseases there are marked 
changes in the amount of heat produced. The most 
decided variations are found in the diseases of the 
thyroid gland. In hyperthyroidism the basal 
metabolic rate may be double that of the normal, 
whereas in hypothyroidism it may be as low as half 
that of the normal. The degree of variation from 
the normal indicates definitely the degree of hyper- 
thyroidism on one hand or the degree of hypo- 
thyroidism on the other. 

Three cases are reported to show the value of 
estimating the basal metabolic rates in the diagnosis 
and treatment of mild hyperthyroidism superim- 
posed on a neurosis, well-marked hyperthyroidism, 
or hypothyroidism. 

When the basal metabolic rate falls as low as 
35 or 40 per cent there is complete absence of 
function in the thyroid gland. A single dose of 15 
mgs. of thyroxin in such cases will bring the rate up 
to about 10 per cent, that is, to within the limits of 
normal variations. The maximum effect of the 
thyroxin is reached at the end of the second week 
after its administration. Several weeks elapse before 


GENERAL SURGERY — SURGERY OF THE HEAD AND NECK 347 


its full effect wears off. When once a case of ad- 
vanced hypothyroidism is brought up to within 
normal variations, a daily dose of approximately 
1 mg. of thyroxin is required to maintain a normal 
rate. G. S. Fou.ps. 


Greenberg, D.: Metastatic Abscesses of the Thy- 
roid Associated with Hyperthyroidism; Report 
of a Case Following Repeated Attacks of e 
Throat. J. Am. M. Ass., 1920, Ixxiv, 165. 


A condition which was diagnosed as hyperthy- 
roidism and in which there had been repeated 
attacks of sore throat, proved at operation to be due 
to multiple abscesses of the thyroid gland. Following 
a full report of this case, the author draws these 
conclusions: 

1. Thyrotoxic symptoms may appear in cases of 
simple goiter as the result of acute infection. 

2. Bacteria may be a factor in the causation of 
exophthalmic goiter; if not directly, at least by 
effecting such changes in the physiology of the gland 
as to make the development of exophthalmic goiter 
probable. 

3. Suppuration of the thyroid gland should be 
suspected when there is even slight pain and tender- 
ness of the gland with enlargement, and especially 
when there is a history of infection, K. L. Verne. 


Crile, G. W.: The Surgical Treatment of Exoph- 

thalmic Goiter. Surg., Gynec. & Obst., 1920, xxx, 

27. 

The conclusions presented are based upon the 
author’s personal experience in 2,250 thyroidec- 
tomies of which 1,169 were for exophthalmic goiter. 
In 660 cases of exophthalmic goiter ligation was 
done. No case was rejected for operation unless the 
goiter was in the state of dissolution. In post- 
operative hyperthyroidism the cause of death is 
excessive chemical activity. The author always 
does a ligation in the patient’s room under nitrous- 
oxide analgesia and local anesthesia. In certain 
serious cases the lobectomy also is done in the pa- 
tient’s room. 

The following are the principal factors in Crile’s 
system of management: 

1. The differential diagnosis is greatly aided by 
the Goetsch test .and metabolism determinations. 

2. The operative procedures are modified accord- 
ing to the severity of the disease. 

3. The inhalation anesthetic is nitrous oxide- 
oxygen which is administered while the patient is 
in bed. The operation is performed in the patient’s 
room or after his transportation to the operating 
room after the induction of anesthesia. 

4. In moderate cases the entire operation may be 
done at one time. 

5. In more severe cases the thyroid activity is 
diminished by a preliminary ligation while the pa- 
tient is in bed under nitrous oxide-oxygen analgesia 
and local anesthesia. 

6. In extremely grave cases it may be necessary 
to diminish the thyroid activity by multiple steps: 


ligation of one vessel; ligation of the second vessel; 
and partial lobectomy. Intervals of a month or 
more are allowed to elapse between these stages, 
the length of each interval being determined by the 
degree of physiological adjustment. 

7. If during the operation the pulse runs up be- 
yond the safety point, the operation is halted and 
the wound is dressed with flavine. The operation is 
then completed after a day or two when conditions 
have again become safe. In some cases, even though 
the thyroid has been resected, it is thought advisable 
to dress the unsutured wound with flavine and 
make a delayed suture while the patient is in bed 
the following day under analgesia. 

8. In certain cases lobectomy is performed while 
the patient is in bed and under nitrous-oxide anal- 
gesia and local anesthesia. 

9. Psychic control of the patient on the part of 
the surgeon, the interne, the anesthetist, and the 
nurse is required throughout to diminish the intense 
drive. An anoéiated regimen is prescribed for the 
pre-operative, interoperative, and postoperative 
periods. The pre-operative and the postoperative 
management are equal in importance to the opera- 
tion itself. 

10. If after the operation the temperature be- 
comes excessively high, and the pulse and respira- 
tion are greatly increased, the patient is promptly 
packed in ice. 

11. To avoid the effects of too sudden withdrawal 
of thyroid secretion, thyroid extract is given the 
night before lobectomy. 

In this paper only the immediate surgical manage- 
ment of exophthalmic goiter is considered but the 
author states that the postoperative management of 
these cases is of equal importance. 

Because of the striking benefits which follow the 
operation, and in view of the fact that with a com- 
prehensive surgical control the mortality rate is 
only 1.1 per cent and no case is rejected on account 
of its gravity, the status of the surgical treatment of 
exophthalmic goiter seems to be approaching that 
of the surgical treatment of acute appendicitis. 

C. R. STEINKE. 


Sistrunk, W. E.: The Selection of Operation for 
Exophthalmic Goiter. J. Am. M. Ass., 1920, 
Ixxiv, 306. 


During recent years the mortality following 
surgical procedures in the treatment of exophthalmic 
goiter has gradually decreased because of earlier 
operation and wiser selection of the type of operation. 

The course of the disease varies. In one type 
there is sudden onset and rapid development of 
symptoms. In such cases the patient soon becomes a 
poor surgical risk. More frequently, the onset is 
insidious, the symptoms developing gradually with 
the enlargement of the thyroid: The disease usually 
reaches its height in the second six months of its 
course when the so-called crisis is passed. After 
several weeks these patients are improved, but are 
never so well as formerly. In most cases a second 
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and third crisis will develop, resulting in degenera- 
tive changes in the heart, liver, and kidneys. A 
third type of the disease is chronic from the onset 
and without crisis. 

While preliminary medical treatment is of 
advantage, the prolongation of such treatment is to 
be deplored as it affords opportunity for the develop- 
ment of degenerative changes which surgery cannot 
overcome. 

In regard to operation, each case must be judged 
on its own merits. When at the Mayo Clinic the 
patient is seen early, a diagnosis of exophthalmic 
goiter plus hyperthyroidism is usually followed by a 
primary thyroidectomy with the removal of one 
whole lobe, the isthmus, and from one-half to two- 
thirds of the other lobe. 

The metabolic rate is of great aid in the diagnosis 
of early exophthalmic goiter. As a rule the pulse rate, 
pulse pressure, and metabolic rate are parallel. 
Some patients with a high metabolic rate, however, 
stand operative procedures well, while others with 
comparatively low rates are poor surgical risks. 
Usually when the rate is from 60 to 70 per cent 
above normal and there is no marked cardiac. 
damage, a preliminary ligation is done. If the 
reaction which follows is mild, thyroidectomy is 
performed in seven or eight days; if severe, a second 
ligation is done after the same interval and thyroid- 
ectomy is delayed for three or four months. 

In the cases of patients with a high metabolic rate 
who have been ill with the disease for several months 
and have become irritable, nervous, and weak, two 
superior-pole ligations are done at intervals of from 
seven to eight days, and thyroidectomy from three 
to four months later. 


SURGERY OF 


CHEST WALL AND BREAST 


Moschcowitz, A. V.: Empyema, with Particular 
Reference to its Pathogenesis and Treat- 
ment. Surg., Gynec. & Obst., 1920, xxx, 35. 


In refuting the prevalent idea that infections of 
the pleura are due to contiguity Moschcowitz 
draws an analogy between pleural infections and 
infections of the peritoneum. Diffuse peritonitis 
occurs rarely unless some intra-abdominal viscus 
has been perforated or, as in the case of the ap- 
pendix, its walls have been so necrosed as to permit 
the easy transition of bacteria to the peritoneal 
cavity. 

In most instances empyema results from the 
rupture of a small subpleural abscess. As operation 
does not permit sufficient exposure to demonstrate 
this pathogenesis, it is necessary to seek a con- 
firmation of the belief in autopsy material. This 
Moschcowitz was able to do in the army. Ina great 
many instances in a series of over three dozen 
autopsies he demonstrated the presence of one or 
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In cases of acute crisis the best treatment con- 
sists of rest, the administration of fluids, and careful 
nursing until the crisis is passed. Following the 
crisis there is a considerable drop in the metabolic 
rate but because of degenerative changes the 
patients are poor operative risks and therefore 
should be treated by two superior-pole ligations at 
the usual intervals. 

In certain very severe cases the injection of hot 
water or quinine and urea hydrochloride solution 
directly into the gland will make ligation possible. 

Ligation is done for two reasons: first, to test the 
patient’s reaction to operation, and second, to 
prepare him for thyroidectomy. These who with- 
stand a ligation well will usually withstand thyroid- 
ectomy well. 

When a reaction follows operation it consists of an 
increase in the pulse rate and temperature, vomiting, 
nervousness, and mental irritability. It begins a few 
hours after operation and reaches its height in from 
thirty-six to forty-eight hours. In some instances 
it may cause death, but usually it subsides after 
from forty-eight to seventy-two hours. If the 
reaction after ligation is marked, a second ligation 
is done. 

The improvement following thyroidectomy de- 
pends upon the extent of the previous damage to the 
vital organs and the amount of thyroid tissue 
removed. The operation usually stops the hyperthy- 
roidism but cannot repair the damaged organs. If 
the metabolic tests indicate that the amount of gland 
removed was not sufficient or if the gland tissue 
remaining becomes hypertrophied, more of the 
gland should be removed to bring the metabolic 
rate to normal. ' J. A. H. Macoun, Jr. 


THE CHEST 


more ‘subpleural abscesses and in some of these 
cases the abscesses had perforated into the pleura. 

Empyema is the final stage of a process in which 
the first stage is a serous pleurisy and the second 
stage a seropurulent pleurisy. The latter is the 
so-called “formative stage” of the empyema. In 
the formative stage there are no recent pleural 
adhesions, but in the acute stage they are always 
present. 

In by far the greater number of cases the empyema 
is of the encapsulated variety. The entire pleural 
space is occupied in only a very few. The localiza- 
tion of the empyema depends entirely upon the 
situation of the ruptured subpleural abscess. If 
it is general or diffuse, the abscess is usually located 
on the convex surface of the lung. If the abscess 
is in a fissure, an interlobar empyema results. 
When the abscess is on the mesial surface of the 
lung, there are retrosternal pus pockets between 
the lung and the mediastinal pleura. 

The treatment of empyema should be begun in 
the formative stage before the exudate has been 
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converted into pus, but it is unwise to perform an 
operation in this stage. The mortality is very high 
because of the associated pneumonia and because, 
in the absence of adhesions, there is an acute pneu- 
mothorax with fluttering of the mediastinum and 
consequent embarrassment of the heart action. 
The best surgical procedure in the formative stage 
consists of repeated aspirations done as often as 
indicated to relieve the embarrassment due to the 
mechanical pressure of the rapidly accumulating 
fluid. In a few cases this measure is curative. 

In the acute stage of empyema the treatment 
consists of simple intercostal thoracotomy. This 
operation need not be considered urgent and should 
be performed only when the patient’s condition is 
otherwise perfectly satisfactory. 

The Carrel-Dakin treatment has proved of great 
value in the postoperative treatment of empyema 
and should be instituted in every case. 

Empyema cavities heal in three ways: (1) by the 
formation and absorption of a sterile exudate; 
(2) by the formation and absorption of a closed 
pneumothorax; and (3) by the classical method, 
i. e., expansion of the lung and obliteration of the 
pleural cavity. 

Chronic empyema would not occur at all or at 
least would become very rare if the methods here 
described for the treatment of acute empyema were 
more generally used. 

Recurrences of empyema are usually the result 
of undue haste in closing the thoracotomy opening. 
The percentage of recurrence is less after the Carrel- 
Dakin method of treatment than after any other. 

H. A. McKnicut. 


Ransohoff, J.: Empyema at the Cincinnati General 
Hospital during the Influenza Epidemic. J. 
Am. M. Ass., 1920, |xxiv, 238. 


The empyema record of the Cincinnati General 
Hospital shows a mortality of 9 per cent in the 46 
cases operated upon from Oct. 1, 1918, to May 1, 
1910. 

The treatment in all cases consisted of drainage 
with immediate occlusion of the pleural cavity. . 

The chief points made by Ransohoff in his 
discussion are summed up as follows: 

1. Empyema complicating influenza is in itself 
not responsible for death. Too early operative 
measures should be avoided or limited to simple 
aspiration. 

2. Operation not earlier than the end of the 
second week gives the best results. Rib resection is 
indicated only when sufficient space is not obtained 
without it. 

3. General anesthesia is not necessary in most 
cases but does not increase the mortality rate of the 
operation. 

4. The old methods o! drainage should be dis- 
carded for some type of the occlusion method by 
which the entrance of air into the pleural cavity is 
prevented and the egress of pus is facilitated. A 
suction apparatus attached to the tube is necessary. 


349 


5. Flushing the cavity with Dakin or other solu- 
tion is unnecessary except when defervescence does 
not occur, indicating that spontaneous sterilization 
of the cavity is not progressing normally. 

6. The small pneumothorax which sometimes 
remains after the healing of a cavity, as demon- 
strated by the X-ray, is negligible as it disappears 
spontaneously in a short time. K. L. Vener. 


McGlannan, A.: The Failure of Restricted Opera- 
tions in Cancer of the Breast. Wesi Virginia 
M. J., 1920, xiv, 247. 


In 1888 Halstead published his article on the 
radical removal of the breast with drainage of the 
lymph glands and channels. Several years later 
Meyer, working independently, published an account 
of his operation. Since then the tendency has been 
to increase the amount of tissue removed. 

In recent years the most important contribution 
on the subject’ was that of Handley who, after a 
careful study of the lymphatics of the breast and the 
permeation of cancer cells, recommended the 
removal of the fat and fascia of the upper external 
oblique and rectus muscles. McGlannan’s technique 
is as follows: 

An incision through the skin is made around the 
breast about 214 in. from the margin of the tumor 
with radiating incisions to the shoulder and um- 
bilicus. The skin flaps are then dissected back free 
from fat until an area is cleared from the clavicle 
to the umbilicus and from the midsternum to the 
border of the latissimus dorsi. The fat is next cut 
through and both fat and fascia are dissected back 
until the muscles are exposed. The pectoralis major 
and minor are divided, a small bunch of muscle 
being left attached to the humerus. The axilla is 
cleared of glands and the subscapular and sub- 
clavicular spaces are freed from fat, the mass being 
liberated by division at the sternal margin. Usually 
an area 2 in. in diameter is left uncovered by skin. 
Skin grafts are not used as this region is subjected 
to X-ray treatment which would destroy them. 

A report of the postoperative course in 92 cases 
is tiven. The average number of cures amounted 
to 40 per cent. I. E. Bisukow, 


PHARYNX AND SOPHAGUS 


Patterson, E. J.: Cancer of the Esophagus. 
sylvania M. J., 1919, xxiii, 147. 

With the development of radiography, flu roscopy, 
and cesophagoscopy there is no excuse for permitting 
carcinoma of the cesophagus i» progress to a hope- 
less stage. 

The earliest symptoms of this disease are so in- 
sidious in their onset and so insignificant in char- 
acter that they arouse little suspicion or anxiety on 
the part of either the patient or the physician. 
In the majority of cases the patient first experiences 
difficulty in swallowing a bolus of food. This grad- 
ually increases so that finally he finds it difficult to 
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swallow even liquids. As a result, malnutrition 
begins and there is great loss in weight. It is at this 
hopeless stage of the disease that most patients 
first consult a physician. 

The author quotes Jackson as follows: “ Unfor- 
tunately malignant disease of the cesophagus is but 
rarely seen early. There are two reasons for this. 
First, the early stage of the disease produces no 
symptoms; second, when symptoms begin to appear 
they are so slight that usually neither patient nor 
physician suspects serious disease. With a wider 
recognition of the usefulness of the cesophagoscope 
for early diagnosis there will be a change in this 
respect.” 

Before using the cesophagoscope it is of the great- 
est importance to rule out aneurism or marked ob- 
struction of the oesophagus and therefore cesophago- 
scopy should always be preceded by a roentgen-ray 
examination. After the diagnosis has been made 
the treatment will depend greatly upon the site 
and the extent of the involvement. In the very early 
cases of cardiac or cervical involvement surgery 
offers great hope for cure. When there is involve- 
ment of the mediastinal glands or the mediastinal 
portion of the oesophagus, however, radical mea- 
sures are out of the question. In such cases the use 
of radium or the roentgen ray is indicated, and if it 
is not too late, gastrostomy as a palliative measure. 

In conclusion the author emphasizes the importance 
of using the cesophagoscope in all cases in which 
there is the slightest abnormality in swallowing. 
He reports three cases of oesophageal cancer, giving 
a radiograph of each which shows the marked con- 
striction of the cesophagus distinctly. 

Louris HANDELMAN. 


MISCELLANEOUS 


Harrison, C. R., and McKelvey, D.: A Case of 
Mediastinal Tumor Associated with Acute 
Leukemia. Lancet, 1920, cxcviii, 252. 


The patient was a man, 29 years of age, who 
previously had been in good health and had served 
in the army continuously from August, 1914, to 
April, 1919. On May 31, 1910, he fell ill with pain 
and discomfort in the epigastrium and occasional 
vomiting following the ingestion of food. Toward 
evening his temperature rose to 99 degrees F. On 
June 20 a sudden swelling due to thrombosis de- 
veloped in the left arm. 

When he was first seen by Harrison and Mc- 
Kelvey, June 27, 1919, the patient was com- 
plaining of epigastric pain which increased at night 
and bore no definite relationship to the ingestion of 
food. The examination of the abdomen was nega- 
tive except that slight epigastric tenderness was 
discovered. The respiratory system was subjective- 
ly negative but percussion revealed an area of in- 
tense dullness in the midline from the clavicle to 
the heart, which extended 2 in. to the right and 1 in. 
to the left of the sternum. No dullness was noted 
posteriorly. 
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The X-ray examination showed an opaque mass 
behind the sternum, which was non-pulsatile and 
did not move with the respiration. This mass corre- 
sponded to the area of increased dullness. The spleen 
and lymph glands were not enlarged. 

A blood count showed 5,600,000 red blood cells 
and 86,000 leucocytes per cubic millimeter. The 
differential count showed polymorphonuclear neu- 
trophiles, 3 per cent; polymorphonuclear eosino- 
philes, o.5 per cent; large mononuclear cells 96.0 
per cent; and neutrophile myelocytes, 0.5 per cent. 
Small lymphocytes and normoblasts were few. 

The patient grew gradually weaker, dyspneeic, and 
cyanotic, and died July 22. The day before his 
death the blood count showed 4,100,000 red blood 
cells and 210,000 leucocytes per cubic millimeter. 

At autopsy a large mass, white, very tough, and 
about the size of a cocoanut, was found in the 
mediastinum spreading down over the heart and 
enveloping the borders of the lungs. Posteriorly it 
had infiltrated the lungs and bronchial glands. No 
metastases were discovered. Microscopically the 
tumor mass showed cells resembling leukemic cells 
of the blood supported by a stroma which in places 
was dense and hyaline. No evidence of thymic 
tissue was found. The spleen was slightly enlarged 
and with the liver and the general lymphatic glands 
showed leukemic infiltration. The bone marrow of 
the sterum showed masses of leukemic cells together 
with megacaryocytes, myelocytes, and erythro- 
blasts. 

This case is of interest because of the extreme 
rarity of the condition and also because of a possible 
relationship between the leukemias, lymph- 
adenomata, and lymphosarcomata. Sternberg held 
that there are two distinct conditions: (1) an in- 
crease in the cells of the small lymphocyte type 
with hypertrophy of the lymphatic apparatus, that 
is, lymphatic leukemia, and (2) mediastinal leuko- 
sarcomatosis. In Fraenkel’s opinion the second 
condition is simply a leukemia with a tendency to 
form tumor-like masses of cells. 

A remarkable feature presented by the case 


reported was the high proportion of red cells up 


to the time of death, i.e., 4,100,000, as compared 
with an average of 1,500,000 in a number of cases 
cited. K. RENsHAw. 


Novaro, R.: A New Sign of Neoplasms of the 
Pleura, Mediastinum, and Lung (Considera- 
ciones sobre un nuevo signo en las neoplasias pleuro- 
mediastino-pulmonares). An. d. Inst. mod. de clin. 
méd., 1919, iv, 134. 

In the spring of 1919 Novaro reported three cases 
which presented what he considers a new sign of 
neoplasms of the pleura, mediastinum, and lung. 
At that time, however, he was unable to obtain an 
autopsy. In this article he reports a case in which 
the sign was verified by autopsy. 

In a subject without skeletal deformity the 
jugulo-umbilico-pubic line passes through the middle 
of the sternum and its xiphoid process. 
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Pitre’s sign, which was first studied in pleurisy 
with effusion, consists of a displacement of the 
sternum toward the side containing the exudate. 
Except in cases of skeletal deformity this sign is 
always constant in pleurisy with effusion, but 
been observed also in splenopneumonia, pneumo- 
thorax, unilateral emphysema, and pulmonary con- 
gestion. 

Novaro’s sign of pleural, mediastinal, and pul- 
monary neoplasms is exactly opposite to Pitre’s 
sign for it consists in the deviation of the sternum 
toward the healthy side or the side of the chest 
that is least involved. 

When a cancer begins at the hilum of the lung a 
thickening of the wall of the bronchus and a marked 
diminution of its lumen are observed. Spreading 
through the lung which surrounds this portion of 
the bronchus, the growth thus prevents a good part 
of the healthy lung from functioning. If the propa- 
gation is by way of the lymphatics, it follows the 
course of the bronchus, forming a sheath which 
obstructs the bronchial lumen at many points, ex- 
tends to the pleural surface of the lung which it 
invades, and gives rise to the characteristic exudate. 
If the principal development of the growth is along 
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the main bronchus, the respiratory capacity of a 
great portion of the lung is diminished by com- 
pression of the bronchus, the organ on the opposite 
side is compelled to do more work, and thus the 
sternum is deviated to the opposite side. The same 
phenomena take place when the neoplastic propaga- 
tion produces a carcinomatous lymphangeitis or when 
the cancer develops within the lung and causes 
the formation of a rounded and circumscribed 
tumor. 

If the infiltration is diffuse it assumes the aspect of 
a caseous pneumonia involving a whole lung lobe. 
On microscopic examination the alveole are found 
to be infiltrated and some are compressed through- 
out the extent of the neoplasm. In the carcinom- 
atous lesions of the lower lobes with propagation on 
the diaphragmatic pleura paralysis of the diaphragm 
is a constant complication which tends to exag- 
gerate the sign described. 

The article contains an X-ray picture of the pa- 
tient; a photograph of the left lung and of the 
anterior aspect of the body, showing the deviation 
of the sternum toward the healthy side; photo- 
micrographs of the cancer; and a detailed descrip- 
tion of the case. M. M. Marrutes. 
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ABDOMINAL WALL AND PERITONEUM 


Worms, G.: The Treatment of Gunshot Wounds 
of the Sacro-Iliac Articulation (Traitement des 
plaies de l’articulation sacro-iliaque par projectiles 
de guerre). Bull. et mém. Soc. de chir. de Par., 1919, 
xlv, 1351. 


Worms gives short clinical histories of 9 cases of 
gunshot wounds of the sacro-iliac articulation. 

In general, this lesion involves only one bone, 
most frequently the ilium. The fractures are of 
several varieties. In punctiform wounds thete is a 
simple osseous tunnel in the spongy tissue of the 
tuberosity of the ilium or in the sacrum. 

Concomitant visceral lesions may be present and 
a search should always be made for them. Crushing 
and fissuring injuries cause all varieties of bone 
lesions from simple depression of the bone with con- 
tusion of the spongy tissue to complete rupture of 
the tuberosity of the ilium. 

Acute or chronic osteomyelitis is the chief com- 
plication in these wounds and is quickly followed by 
sacro-iliac arthritis. The purulent masses formed 
are diffused toward the internal iliac fossa and the 
sacrolumbar region. The clinical evolution of 
suppurative arthritis may be very insidious but 
local pain should at once suggest it. 

The prophylactic treatment of articular infection 
should consist of excision of contused and con- 
taminated bone tissue, removal of loose pieces of 
bone and foreign bodies, and thorough cleansing of 
the infected area. Frequently an atypical resection 


about the tuberosity suffices, but the extent of the 
lesion may justify total primary sacro-iliac resec- 
tion. 

Worms has employed Picque’s sacrocoxalgia in- 
cision. This is made along the posterior third of the 
crest of the ilium and continued to the third postero- 
external sacral tubercle and the edge of the sacrum. 
As it does not give sufficient exposure, however, 
Worms makes an additional flap in the gluteal 
muscles as recommended by Auvray. 

The articulation should be partially resected, the 
anterior ligamentous periosteal sheath being spared 
if possible in order to preserve the continuity of the 
pelvic girdle. 

Good results were obtained in 8 of the 9 cases 
treated by the author; in 3 of these cases the joint 
was resected. W. A. BRENNAN. 


Quain, E. P.: The Technique of Inguinal Herni- 
otomy; with Special Reference to the Closure 
of the Internal Ring. Surg., Gynec. & Obst., 1920, 
xxx, 88. 

The author calls attention to a few anatomical 
and technical points which are of special importance 
in obtaining 100 per cent permanent cures in the 
radical operation for indirect hernia. 

There are four general causes of failure: (1) leav- 
ing the stump of the sac too long; (2) failure properly 
to close the internal ring; (3) leaving too much un- 
necessary tissue attached to the cord within the 
internal ring; and (4) allowing the patient to resume 
work too early. 
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The anatomy of the parts 1s given in detail. 

The cremasteric muscle must always be dissected 
free from the cord and Poupart’s ligament if it is too 
bulky. At the close of the operation it is attached to 
the external oblique aponeurosis. 

The sac will be found between the vas and the 
artery. The most important step in herniotomy is 
the freeing of the base of the sac from the surround- 
ing structures within the internal abdominal ring. 
Care must be taken in ligating not to confuse the 
scar-like area or constriction so often found near 
the neck of the sac with the neck which lies from 4% 
to 1 in. higher. 

Under tension upon the sac a triangle is devel- 
oped with the peritoneum above, the vas being 
rnesial and the blood vessels on the outside. Dissec- 
tion is complete only when this triangle can be 
demonstrated. 

If the internal ring will admit the index finger it 
should be closed by suturing the internal oblique 
and transversalis muscles to the lower margin of 
Poupart’s ligament between the vas and the vessels. 
The space allowed around each structure should be 
merely enough to prevent compression, i.e., about 
% in. The conjoined tendon should then be 
sutured to Poupart’s ligament below the vas and 
the cord placed on its new bed. In all cases, care 
must be taken that no tissue intervenes between the 
structures sutured. 

The same sutures may be used to suture the 
external oblique aponeurosis over the cord to Pou- 
part’s ligament. 

The patient should be informed that his groin 
will remain weak for from two to four months after 
the herniotomy. 

Clean dissection, careful control of all bleeding, 
gentle handling of tissues, and asepsis are essential 
to success. P. M. CHAseE. 


GASTRO-INTESTINAL TRACT 


Gillon, G. G.: A New Pylorus. Lancet, 1920, cxcviii, 
251. 

Braun, Weir, and Jaboulay performed the opera- 
tion described in conjunction with anterior gastro- 
jejunostomy over twenty years ago. It has been 
done several times in England since then, combined 
with a long loop posterior gastrojejunostomy, but 
fell into disfavor because of the occurrence of 
jejunal ulcer and the length of time required to per- 
form it. 

The author states that when, in addition to a 
posterior gastrojejunostomy placed so that the 
opening is at the lower end of the stomach, a 
jejunostomy is placed 314 in. from the new pylorus, 
the food stream will be prevented from mingling 
with the bile and pancreatic fluids and the duodenum 
will be given a complete rest. 

The first 3 in. of the proximal loop of the jejunum 
is used for the first anastomosis and the remaining 
7 in. for the second anastomosis. The gastro- 
jejunostomy is made 3 in. in length. The jejuno- 


jejunostomy is made 1% in. in length and at a point 
3% in. below the stomach. The gastrocolic omen- 
tum is attached to the jejunum near the stomach 
with silk or fine linen. Not more than one hour 
and fifteen minutes should be consumed in per- 
forming this operation. Afterward only water and 
peptonized milk should be allowed for about 
eight days. From 2 to 3 gr. of calomel should 
be given on the twelfth day. The patient should lie 
on his back for twenty-one days. The author re- 
ports good results from this operative technique. 
J. A. H. Maccun, Jr. 


Crohn, B. B., and Reiss, J.: The Effects of Re- 
stricted (So-Called Ulcer) Diets upon Gastric 
Secretion and Motility. Am. J. M. Sc., 1920, 
clix, 70. 

This study is limited to the direct results upon 
the chemism and motility of the stomach of various 
forms of medical treatment. Thirty-four patients 
(5 with gastric or duodenal ulcer as demonstrated 
by later operation, 21 with clinical ulcer, and 8 with 
clinical gastric neurosis) were observed over a 
period of from two to five weeks. 

Following the recording of the history, a physical 
examination, tests for occult blood in the stool, and 
radiographic and fractional meal examinations, the 
patient was placed on a Lenhartz or modified Sippy 
diet and kept in bed for from two to four weeks or 
longer. Fractional test-meal examinations were 
made at intervals to determine the effect of the 
restricted diet and bed-rest on hyperacidity, hyper- 
secretion, and motility, respectively. 

It was found that bouillon acted as a mild di- 
gestive stimulant and did not bindacid while milk 
acted as a strong acid stimulant and was emptied 
through the pylorus slowly. A combination of 
milk and egg proved to be a powerful stimulant to 
gastric secretion, causing hyperacidity and hyper- 
secretion, and delayed the emptying time. 

In the 34 cases, medical treatment effected a 
net reduction of acidity in 13 (38 per cent), and 12 
of these patients were discharged free from symp- 
toms. On the other hand, of 25 patients discharged 
from the hospital free from symptoms and ap- 
parently well, 13 retained the degree and type of 
acidity noted on admission. Accordingly, e ther a 
small percentage of ulcer cases react to medical 
treatment by a reduction of acid during digestion 
or else clinical improvement may take place in- 
dependently of the relief of hyperacidity. 

As regards hypersecretion a similar conclusion 
was reached. Of 20 patients with hypersecretion, 
9 (45 per cent) were freed of this condition. Of the 
remaining 11, however, 6 left the hospital apparently 
well. Half of the clinically cured patients still 
showed hypersecretion. 

There were 13 cases of delayed motility; in 11 
(85.4 per cent) medical treatment improved this 
condition and all of these patients were clinically 
benefited. The 2 patients with unimproved de- 
layed motility were not benefited clinically. In 
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no case of associated hypersecretion and delayed 
motility could improvement be ascribed solely to a 
reduction of acid secretion. 

The majority of cases, however, showed no 
evidence of delayed motility; hence, relief of the 
symptoms must have been due to other factors 
beside the relief of pylorospasm. 

The authors suggest that a possible solution of 
the clinical benefit obtained in cases not showing 
delayed motility may be found in radiographic 
studies which have demonstrated the close relation- 
ship between subjective pains and hyperperistalsis 
or hunger contractions. It seems probable that 
rest in bed and restricted diet exert a quieting in- 
fluence upon gastric contractions, and that this 
reduction in tonus may or may not be associated 
with a reduction of acid and secretion. 

The failure of medical treatment more frequently 
to reduce hyperacidity and hypersecretion may 
be due to a premature return to a more liberal diet 
including meat which, in the authors’ opinion, 
should be excluded for weeks or even months. 
Restraint in the use of eggs is also desirable. Cereals 
may be introduced into the diet earlier and more 
liberally. Antacids should be used often and in 
small doses. The psychic factor should not be 
overlooked. Patients with advanced indurated 
ulcers and those with a marked neurosis resist 
treatment. The former require protracted care; the 
latter, the attention of a neurologist and often of a 
psychanalyist. W. H. Napier. 


Jean, G.: Periduodenitis and Its Relation to Lane’s 
Disease (Le périduodenite et ses rapports avec la 
maladie d’Arbuthnot Lane). Arch. de méd. et 
pharm. nav., 1919, cviii, 321. 

Jean defines “‘periduodenitis” as a condition in 
which the duodenum is fixed by peritoneal adhesions 
and becomes abnormally kinked. Clinically it is 
manifested by digestive disturbances due to chronic 
duodenal stasis. 

In discussing the pathogenesis, Jean describes the 
anatomical and physiological peculiarities of the 
duodenum. The first portion of the duodenum is 
related more closely to the gastrohepatic ligament 
than to the rest of the duodenum. It follows the 
movements of the-pylorus and the only fixed point 
is at its angle of union with the second portion of the 
duodenum. Here Bruenner’s glands are analogous 
to, if not identical with, those in the pylorus and 
have an acid secretion which is concerned in the 
principal pathologic lesion of this portion of the duo- 
denun, i.e., ulcer. The pathology of the rest of the 
duodenum is different because of its different char- 
acteristics. 

If it is remembered that the kinks are found espe- 
cially in the second portion of the duodenum, that 
in ptosis of the pylorus the inner end of the first 
portion of the duodenum is pulled down, that the 
third portion of the duodenum is frequently sub- 
ject to spasm and stenosis, and that the majority of 
the patients examined for this condition are affected 


353 


with ptosis, the development of periduodenal lesions 
is easy to understand. The causes are me-hanical 
and physiological. Mechanically the kinks are 
formed where the traction is strongest. They occur 
at the union of the first and second portions of the 
duodenum because of traction on the pyloric end, 
and at the middle or lower part of the second por- 
tion of the duodenum, just about the mesenteric 
insertion, because of ptosis of the colon. They are 
found also at other points where traction may be 
exerted. 

In the beginning the kinks are mobile and reduc- 
ible, but owing to the constant irritation, thickén- 
ing; and adhesions develop which ultimately render 
them irreducible and give rise to duodenal stasis. 

The differential diagnosis of periduodenitis from 
duodenal ulcer must depend principally on radios- 
copy. Although a juxtapyloric ulcer deforms the 
duodenum only slightly, ulcers in other portions of 
the duodenum give rise to more or less extensive 
deformities. Duodenal ptosis also favors the forma- 
tion of ulcers. Hence the diagnosis is difficult and 
screen examinations and interpretations must be 
repeated and carefully controlled. 

W. A. BRENNAN. 


Taylor, G.: Prophylactic or Temporary - 
tomy in Resection of the Distal Portion of 
the Colon for Non-Obstructive Conditions. 
J. Roy. Army Med. Corps, Lond., 1920, xxxiv, 60. 


The author reports upon and recommends 
temporary cecostomy in cases in which resection 
of the colon is intended. 

In cases of carcinoma without obstruction cacos- 
tomy acts as a vent for the gases and prevents 
strain at or near the suture line. If the cecum is 
simply anchored to the peritoneum, the opening 
closes readily enough when allowed to do so, 
especially if the drainage tubes are inserted after 
the method of a Senn gastrostomy. 

In excision of the distal colon following such in- 
juries as gunshot wounds, cecostomy is an admirable 
addition for safety to the original operation. It 
is done at the end of the operation through a 
gridiron incision. 

The detailed reports are given of four cases in 
two of which portions of the sma! intestine as well 
as of the large intestine were resected. 

Stiles of Edinburgh is given credit for originating 
the procedure discussed. T. W. CHase. 


Lockhart-Mummery, P.: Resection of the Rectum 
for-Cancer. Lancet, 1920, cxcviii, 20. 


Lockhart-Mummery's technique reduces shock 
and sepsis, the two most important sequelz of opera- 
tion for rectal neoplasms, to a minimum. During 
the last four years the author has removed the 
rectum for carcinoma in 65 cases with only 5 deaths. 
His operation is absolutely aseptic. Primary union 
was obtained in a number of cases and more fre- 
quently in women than in men. In women the 
pelvic organs readily fall backward and obliterate 
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the rectal cavity which otherwise would heal by 
granulation. 

Gas and oxygen, or twilight sleep combined with 
local or spinal anesthesia, was used in all cases to 
prevent postoperative shock and vomiting. Vomit- 
ing is particularly undesirable as it tends to break 
down the newly formed peritoneal floor and to start 
secondary hemorrhage. The operation is carried 
out most satisfactorily in cases in which the growth 
is situated at the anus or in the rectum proper as 
the risk is increased by fixation to important 
structures. 

The operation is done in two stages. The first 
stage consists of a colotomy performed through the 
left rectus muscle. Two days later this is opened 
and the lower bowel is irrigated. The second opera- 
tion is done eight or ten days later. The anus is 
sealed tightly before the operating field is prepared 
and in male patients a urethral catheter is tied in 
place as a guide. The rectum is then carefully freed 
in the front from the perineum upward. When the 
peritoneum is reached it is opened in front of the 
rectum. The bowel is divided between clamps with 
the cautery and the end is invaginated. In most 
cases no drainage was used but when it was em- 
ployed it was removed in thirty-six hours. 

The operation as carried out by the author is 
generally performed in thirty-five or forty minutes. 
In several cases it was necessary to remove the 
posterior vaginal wall and in two cases the greater 
part of the prostate. 

No change in the usual diet is made, an ordinary 
meal of solid food being given as soon as the patient 
desires it. ‘The postoperative results were very 
satisfactory. Out of a total of 17 patients whosé 
wage-earning ability was investigated, 12 had 
returned to work within one year after operation. 

A. J. SCHOLL. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Sauvé, L.: Five Cases in Which Projectiles Were 
Extracted from the Liver (Cinq observations 
d’extraction de projectiles intrahépatiques). Bull. 

- et mém. Soc. de chir. de Par., 1919, xlv, 1461. 


In only one of the cases reported was the pro- 
jectile removed immediately after the injury. In 
the other four it had remained in the liver for from 
ten to twenty-three months. In all cases the extrac- 
tion was done under the control of the radioscopic 
screen. In only one instance was the operation 
indicated by the symptoms of secondary infection; 
in the others the indication was furnished by the 
pain caused by the projectile. In one case the 
extraction was done by the lumbar route; in the 


‘ others, by laparotomy. The incision in the liver 


varied from 1 to 3 cm. in length according to the 
size of the projectile. The projectile was removed 
with the forceps. In no case was there any extensive 
hemorrhage, but in one instance a pyopneumothorax 
developed following the operation. 


Sauvé believes that it is no more difficult or 
dangerous to remove projectiles from the liver than 
to extract them from any other organ and that the 
liver is not any more able to stand their presence 
than any other organ. Such removal is indicated 
when the projectiles are large and cause persistent 
pain. The possibility of infection is alone an indica- 
tion. If the projectile is small, however, or if it is 
centrally situated within the liver, it is best to 
leave it in situ as the operative risk in such cases 
outweighs the benefit which might be gained by 
surgery. W. A. BRENNAN. 


Reid, M. R., and Montgomery, J. C.: Acute 
Cholecystitis in Children as a Complication 
of Typhoid Fever. Bull. Johns Hopkins Hosp., 
1920, Xxxi, 7. 

The authors collected 18 cases of typhoid fever 
in children under the age of 15 who either died from, 
or were operated upon for, complications arising 
in the gall-bladder. In one case of the series the 
acute cholecystitis did not develop until eight 
months after recovery from the disease; in all the 
others, the complications came on during the course 
of the condition. Eight patients who died were not 
operated upon. All of these cases were reported 
prior to the year 1893. Since that time 10 cases 
treated surgically have been reported. There was 
one death, a mortality of 10 per cent. 

The records of the earliest cases were not supported 
by bacteriological studies. In recent years, how- 
ever, cultures of the gall-bladder were usually 
made at the time of operation. In this connection 
the leucocyte count was of interest. When the 
cultures showed a pure culture of the typhoid 
bacillus the count was relatively low, usually about 
10,000. In one case in which cultures were not 
made there was a leucocyte count of 33,000, and in 
another case, which showed an organism not defin- 
itely identified, the count was 21,000. 

In 1907 Thomas collected from the literature 154 
cases of typhoid fever complicated by cholecystitis. 
Perforation of the gall-bladder occurred in 39 of 
these. Twenty-eight of the patients were not 
operated upon and died. Among 11 who were 
treated surgically the mortality was 54.6 per cent. 
In 1908 Ashhurst collected 21 cases of acute cholecys- 
titis in which an operation was performed during 
the course of typhoid fever. Eight of the patients 
recovered. In 1916 Price collected 8 other opera- 
tive cases and added one of his own, bringing the 
total number up to 30 cases. In Price’s 9 collected 
cases there was only one death and this was due to 
intestinal perforation two weeks after the operation 
on the gall-bladder. In the surgical clinic of the 
Johns Hopkins Hospital the results were good. The 
6 children treated surgically, whose cases are 
reported in this paper, all recovered. The good 
results in recent years the authors attribute mainly 
to the fact that the operations were performed 
before rupture of the gall-bladder and partly also 
to the fact that the surgical treatment is better. 
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The authors emphasize the importance of differ- 
entiating between gall-bladder complications that 
do and those that do not require surgical treatment. 
Slight pain and tenderness in the region of the gall- 
bladder associated with a slight degree of spasticity 
of the right rectus muscle were not very unusual 
during the course of typhoid fever and the vast 
majority of these patients got well. Operating on 
typhoid fever patients for minor symptoms of 
cholecystitis is only slightly less justifiable than 
operating upon all patients who have pain in order 
to prevent intestinal perforation. Nevertheless 
the low operative mortality justifies operation when 
there is grave doubt as to the nature of the condition 
of the gall-bladder. Acute suppurative typhoidal 
cholecystitis should receive immediate surgical 
treatment for in such cases rupture of the gall- 
bladder may occur and thus greatly lessen the 
chances for recovery. In the authors’ opinion the 
treatment of choice is cholecystectomy. 

G. E. BEILBy. 


Giffin, H. Z.: Tuberculosis of the Spleen. Med.Clin. 
N. Am., 1919, iii, 765. 

The history and the findings in a case of primary 
tuberculosis of the spleen presented in this article 
seemed to indicate that this disease may produce 
an anemia of the hemolytic type and that splenec- 
tomy may result in a complete cure. 

The patient was a girl, aged 16, who had com- 
plained of weakness, dyspnoea, pailor, and pain in 
the splenic region. Her history did not indicate the 
presence of primary tuberculosis. The blood picture 
was as follows: hemoglobin, 50 per cent; erythro- 
cytes 2,940,000; color index, 0.8; leucocytes, 6,800; 
polynuclear neutrophiles, 71.7 per cent; small 
lymphocytes, 18.7 per cent; large lymphocytes, 7.3 
per cent; eosinophiles, 2.3 per cent; basophiles, 0; 
normoblasts, 1; anisocytosis moderate; poikilo- 
cytosis slight; and polychromatophilia slight. 

The duodenal contents showed a total of 6,000 
units of urobilin and urobilinogen (modified Schnei- 
der method). There was no increased fragility of 
the red cells. Splenectomy was performed on 
March 15, 1916. The spleen weighed 508 gm. A 
tuberculous splenitis and perisplenitis were present. 
The tuberculosis seemed to be confined to the 
splenic area as the pelvic organs were normal. 
Rapid improvement followed the operation and the 
patient’s general condition was very good three 
years and three months afterward. 

Three other cases of tuberculosis of the spleen are 
reported to show the association of tuberculosis of 
the spleen with the clinical manifestations of 
hemolytic jaundice, acute aplastic anemia, and 
myelogenous leukemia. In the case which simulated 
acute aplastic anemia it is possible that the tuber- 
culosis may have had some etiological relationship 
to the development of the anemia. In the other 
two instances it was probably only coexistent. 

From his review of the literature and his own 
experience the author concludes as follows: 
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1. Splenectomy is indicated in cases of more or 
less definitely localized tuberculosis of the spleen. 

2. From the standpoint of diagnosis, tuberculous 
splenitis should be considered in every case of 
marked splenomegaly in which the findings are not 
clearly those of some other disease. Primary tuber- 
culosis of the spleen may simulate pernicious 
anemia. The coincident association of tuber- 
culosis with diseases of the spleen and blood will 
explain a certain small percentage of atypical cases. 


MISCELLANEOUS 


Hazen, R.: Rational Su of Visceroptosis 
the Correction of M Eoaten. J. Am. M. y bd 
1919, Ixxiii, 1753. 

The author reports 116 cases of visceroptosis 
which failed to respond in satisfactory degree to 
fattening and treatment with belts, posture, .and 
calisthenics. 

Under the term”‘ malfusion” Hazen discusses the 
embryology of this condition and claims that the 
congenital type of visceroptosis was found in 96 per 
cent of the cases reported. Malfusion constitutes 
the fundamental pathology of visceroptosis. The 
prevailing operations of suspension, plication, 
colectomy, etc. are not universally accepted as they 
do not strike at the source. They do not correct the 
malfusion nor do they restore the static equilibrium 
of the abdominal viscera. Hypofusion or laxity of 
attachment permits prolapse of the colon which 
results in abnormalities in the position and relations 
of the viscera. In 89 per cent of this class of cases 
the hepatic flexure is ptosed and fixation of this 
structure, the chief purpose of operation, constitutes 
the key to the situation. 

The hepatic flexure coming out from beneath the 
liver produces a vacancy in the upper abdomen. The 
liver rotates inward to occupy this space and the 
costal margins collapse. The inward rotation of the 
liver carries with jit the pyloric end of the stomach 
which then assumes a position near the median line 
at a much lower level than before. This change con- 
stitutes a ptosis of the stomach with its axis nearly 
vertical, 

Hyperfusions are localized adhesion formations 
usually having their origin in certain vestigial em- 
bryonic membranes. Fibrous hypertrophy, and 
later contraction, may occur as a result of the inter-, 
mittent traction of .a loose segment of the bowel. 
These formations will then produce constrictions 
and angulations of the colon and traction strains at 
both ends of their attachment. 

Rational surgery is a constructive procedure as 
the patient with ptosis is virtually rebuilt after the 
pattern of the normal. The principles involved are 
primarily the replacement and retention of the colon 
by fusion produced at the back of the bowel where it 
should have occurred originally. 

The abdomen having been opened in the median 
line, the colon is lifted out and palpated from the 
cecum, particular attention being given to its at- 
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tachments in the renal, hepatic, pyloric. and splen- 
ic regions. All adhesive glands are divided. 

The mesocolon is plicated, the plication being 
begun at the cecum. The sutures are introduced 
into the bowel wall and deep bites are taken in the 
iliac and lumbar fascia of the wall of the flank. The 
capsule of the kidney is included in the stitch coming 
from the beginning of the hepatic flexure. These 
sutures are tightened and the bowel is drawn and 
firmly and evenly attached to the flank in its normal 
position. 

In order to insure an easy forward and inward 
curve to the hepatic flexure, a suture is inserted in 
the edge of the gastrocolic omentum and then in 
the lateral abdominal wall just beneath the liver. 

Any slackness in the transverse colon is taken 
up either by plication of its mesocolon or suspension 
by the hammock operation of Coffee. 

If the transverse colon is much elongated and 
there is obliteration of its sacculations, fine silk 
sutures may be inserted at intervals in the longitud- 
inal muscle band in such a manner that when they 
are tied this band will be shortened 2 in. with each 
stitch and the sacculations will be re-formed. 

Ptosis of the kidney may be repaired by taking a 
deep suture backward through-the peritoneum close 
to the inner side of the lower pole of the kidney and 
down to and including the lumbar fascia, then com- 
ing outward and forward close to the outer side of 
the lower pole and emerging from the peritoneum. 
When this suture is tied, the opening in the capsule 
of the kidney is obliterated. The kidney is replaced 
before the suture is tied and the strands of the 
nephrocolic ligament of Longyear are secured to the 
lumbar fascia. H. A. McKnicurt. 


Deaver, J. B.: The Acute Abdomen. Surg., Gynec. 
& Obst., 1920, xxx, 30. 


The majority of acute abdominal conditions are 
the result of antecedent chronic disease, and if this 
chronic disease had been recognized and properly 
treated it is probable that the acute attack would 
have been avoided. Such treatment would there- 
fore help to reduce the incidence of the acute 
abdomen and in large measure would decrease the 
unnecessarily high mortality. 

Untimely and unsuitable operations are also 
responsible for many fatalities in acute abdominal 
disease. Prominent among such operations are 
those done for acute postoperative gastric dilatation, 
acute gastro-enteritis simulating appendicitis, pneu- 
monia, diaphragmatic pleurisy with rigidity of the 
upper abdomen and referred abdominal pain, and 
the gastric crises of tabes. 

On the whole, however, the greater toll of lives is 
exacted by delay in the operative treatment. This 
can be remedied primarily by diagnosing the condi- 
tion promptly. During the period between the 
onset of the attack and the operation it is important 
to avoid the pernicious practice of administering 
purgatives and morphia. Propaganda against these 
procedures is the duty of the profession. 
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The proper time to operate depends upon ex- 
perience in similar cases and the proper inter- 
pretation of the history of the case and the clinical 
examination. While in obstructive conditions with 
evidence of hemorrhage into the abdominal cavity 
and perforation into the peritoneal cavity delay is 
inadvisable and futile, in acute inflammatory con- 
ditions involving the peritoneum the nicest dis- 
crimination is required. If the case is seen early, 
the peritonitis can be prevented only by prompt 
operation, but if the peritonitis is established and 
diffused, especially in the successfully (?)' purged 
case, there are few, if any, surgeons who can operate 
with success. 

The type of peritonitis depends on the virulence 
of the exciting organism, the duration of the attack, 
and the patient’s resistance. In early perforation it 
is mild and later becomes circumscribed. In non- 
perforative conditions of the upper as well as of the 
lower abdomen, it is at first circumscribed and 
later diffuse. Diffuse peritonitis demands primarily 
physiological and anatomical rest. In cases of 
circumscribing, circumscribed, or localized peritoni- 
tis in which the origin of the peritoneal inflammation 
is known, operation with the proper technique is 
comparatively safe, especially if free use is made of 
gauze pads and large gauze sponges for the protec- 
tion of the surrounding peritoneum. 

In considering the advisability of operation it is 
well to remember that all perforative inflammations 
tend to generalize. Appendiceal, cholecystic, and 
pelvic inflammations, on the other hand, have a 
strong tendency to localize, and generalization in 
these cases is usually the result of improper treat- 
ment. 

The use of laboratory methods often so valuable 
in arriving at a diagnosis in chronic disease of the 
abdomen is not always either feasible or applicable 
in acute disease. The exception is probably the 
blood count, that is, the complete count, but even 
this is not reliable in every case. That increased 
leucocytosis does not always indicate the presence 
of pus has often been proved at the operating table, 
and therefore the blood count is useful as an aid to, 
but not as a substitute for, clinical experience. To 
the experienced surgeon a more reliable indication 
is the elicitation of exquisite tenderness to the 
touch at or near the site of the lesion. 


Monsarrat, K. W.: Remarks on Some Clinical 
Types of Tuberculosis. Brit. M.J., 1920, i, 5. 


Tuberculous peritonitis associated with massive 
exudation is favorably influenced by simple evacua- 
tion of the fluid. At the same time if the primary 
focus of the visceral disease is found, it may be 
removed. It is probable that in most cases the 
widespread exudative type of peritoneal infection is 
primarily a blood-borne serous infection. 

The lower end of the ileum is probably the com- 
monest site of tuberculous disease of the alimentary 
tract. Necrosis and ulceration of the mucous mem- 
brane are followed later by local tuberculous peri- 
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tonitis resulting in a matting together of the bowel 
surfaces which may be revealed first by obstruction. 
Acute perforation is rare. This type the author 
considers as localized. 

The next most common site of bowel tuberculosis 
is the cecum. The cecal wall becomes thickened 
and infiltrated, stenosis results, and massive tumors 
are formed. The author believes this form of the 
disease may occur also in the sigmoid. 

The mesenteric glands may develop tuberculous 
disease. The condition may be widespread or local. 
A favorite site is the mesenteric angle between the 
cecum and the ileum. The symptoms of this form 
suggest chronic appendicitis—sharp darting abdom- 
inal pain at long intervals associated with definite 
and localized tenderness about the cecum. 

The conclusions drawn with regard to surgical 
treatment are as follows: 

1. When tuberculous disease, either of the ileum 
or the large bowel, is associated with definite in- 
testinal obstruction, operation is always necessary, 
and the choice lies between exclusion by anastomosis 
and excision. If the obstruction is acute, exclusion 
by anastomosis is to be preferred; if the obstruction 
is subacute, the exact local condition must decide. 
When the mass is easily isolated it is best to 
remove it. 

2. When such tuberculous bowel lesions are not 
associated with obstruction or when the obstruc- 


tion is chronic and ray be relieved by an aperient, 
the advisability of operation will depend upon 
whether the bowel disease is or is not the sole 
demonstrable lesion in the body. If the lung also 
is affected it will probably be wiser to decide against 
operation. 

3.. In disease of the rectum it is not probable 
that a remedy is to be found in the establishment 
of an artificial anus. This has been recommended 
and practised on the ground that keeping the rectum 
empty affords a better prospect of resistance and 
recovery. In one instance, however, this procedure 
added to the patient’s discomfort without obviousl 
benefiting the rectal condition. Before iam 
ing this method of treatment we should require 
evidence that cure of the rectal disease can really 
be anticipated in a fair proportion of cases. When 
the rectum is affected above the peritoneal reflec- 
tion and there is abscess, evacuation of the abscess 
by the intraperitoneal route is to be recommended. 
Except for the treatment of this complication, how- 
ever, operation has no service to offer. 

4. In selected cases operation gives good results 
in limited tuberculous disease of the mesenteric 
glands. According to the extent and the stage of 
the disease focus the surgical treatment will take the 
form of enucleation or of excision of the mesentery 
involved and the associated bowel. 

J. A. H. Macoun, Jr 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Tassone, U.: Bone Complications Due to the 
Eberth Bacillus Following Typhoid (Compli- 
canze ossee post-tifiche da bacillo de Eberth). 
Policlin., Roma, 1919, xxvi, sez. chir., 273. 


The Eberth bacillus may invade not only the 
intestine, lung, brain, and other organs, but even 
tissues which because of their resistance and their 
distance from the focus of infection, might be con- 
sidered immune. In go cases of bone suppuration 
Lannellongue found the Eberth bacillus in 4. 

Age is a factor in infections following typhoid. 
While the maximum frequency of other similar 
infections is reached between the twentieth and 
thirtieth years, bone complications are more fre- 
quent between the ages of eleven and twenty. 
Some attribute this fact to a state of functional 
hyperactivity in early life. Traumatism during 
convalescence may also be a factor of some im- 
portance. 

According to the intensity of the process, bone 
complications following typhoid fever may be 
divided into four classes: (1) those characterized 
by rheumatoid pains and spontaneous resolution; 
(2) acute osteoperiostitis giving rise to general and 
local phenomena (severe cases may end in osteo- 


myelitis and necrosis); (3) a chronic suppurative 
condition; and (4) a chronic non-suppurative con- 
dition with a tendency to the formation of exos- 
toses. 

The first type is not serious, and after incision 
and evacuation of the pus the acute suppurative 
type also has a good prognosis. In the chronic sup- 
purative form the prognosis is doubtful, while in 
the chronic type characterized by the formation of 
exostoses it is grave as often the whole limb or both 
limbs are involved and there may be atrophy of the 
muscles with deformity. 

The author reports the case of a man 23 years of 
age who, about two months after an attack of 
typhoid, had sharp pains all over his body. Gradu- 
ally these pains concentrated in the left foot which 
became swollen. A large quantity of pus was 
evacuated by an incision made behind the left 
tibial malleolus. The swelling spread to the whole 
leg and knee, however, and a month later another 
large quantity of pus was drained from an opening 
in the malleolar region. After several months the 
condition resulted in immobilization of the knee 
and some atrophy of the muscles of the thigh. 
Recovery followed an operation in which the bone 
exostoses were removed. The Eberth bacillus was 
discovered constantly and repeatedly in the pus 
and cultures. W. A. BRENNAN. 
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Bland-Sutton, J., and others: Discussion on 
Secondary Deposits in Bone Mistaken for 
Primary Tumors. Proc. Roy. Soc. Med., Lond., 
1919, xiii, Sect. Surg., 1. 

In discussing the subject of secondary deposits 
in bone mistaken for primary tumors before the 
Royal Society of Medicine, London, Bland-Sutton 
called attention to the fact that a secondary carci- 
noma growing in an organ not easily accessible to 
putrefactive micro-organisms may become very 
large before attracting attention. This phenomenon 
has been observed particularly in connection with 
the ovary. Large solid and semisolid ovarian 
tumors have been removed under the impression 
that they were primary. The histology of such 
tumors has proved that the primary tumors arose 
in the breast, gall-bladder, or gastro-intestinal 
tract, and the subsequent history of such patients 
has confirmed the histologic findings. The same 
is true of bones. Portions of long bones have been 
removed and limbs have been amputated for tumors 
regarded as primary, but histologic examination 
showed that the tumor-tissue contained epithelial 
elements and it has been established that epithelial 
tumors do not arise primarily in bone. 

In recent years some remarkable bone tumors 
have been removed from bones which, when ex- 
amined, were found to resemble the zona fasciculata 
of the adrenal. Subsequently a tumor of similar 
structure was found in the kidney or adrenal. 

The purpose of this discussion was to collect 
evidence concerning these tumors. Bland-Sutton 
reported the case of a doctor, aged 45, who had a 
swelling in the lower part of the right humerus. 


‘Clinically it resembled a myeloma and was excised 


in the belief that it was a myeloma. Two years 
later it recurred in the stump of the bone and was 
again excised with 2 in. of the humeral shaft. The 
patient remained well for five years and then died 
suddenly. At autopsy a tumor was found in each 
adrenal and in the right kidney. The tumors in the 
humerus, in the adrenals, and in the kidney were so 
destroyed by extravasation of blood that the struc- 
ture of the growths could not be satisfactorily deter- 
mined, but a solid secondary nodule in the heart, the 
shape and size of a nut, showed the characteristic 
structure of the zona fasciculata of the adrenal. The 
author regarded this as an example of the dis- 
semination of an adrenal tumor, but Dunn who 
examined the specimens believed that the primary 
tumor arose in the kidney and was a hypernephroma. 

The case illustrates that cancer per se is an ex- 
tremely chronic disease until it becomes septic; 
then misery attends until life is extinguished by a 
terminal infection. 

Low reported the case of man, aged 55, who was 
admitted to the hospital December 11, 1913, for a 
lump on the right clavicle. Eight weeks before 
admission he “ricked”’ his shoulder while practicing 
physical exercises. In order to ease the slight pain 
which followed he rubbed the shoulder with lini- 


-ment, and it was while so doing about a fortnight 


after the accident that he first noticed the lump. 
The lump was not painful and caused little incon- 
venience. There was a hard, somewhat lobulated 
swelling on the right clavicle at the juncture of the 
outer and middle third. It was not attached to the 
skin and appeared to embrace the shaft of the bone. 
X-ray examination showed that there had been a 
fracture and that the broken ends of the bone, 
which slightly overlapped, were enveloped in a 
mass of “growth.” Although a Wassermann re- 
action was negative, antisyphilis treatment was 
adopted for a short time and at first seemed to be 
of some benefit. 

On January 6, 1914, the tumor was exposed and 
found to be a definite bony swelling of the clavicle. 
There was no evidence of a growth on the surface. 
When the compact tissue was cut through a cavity 
containing yellowish material, not at all unlike what 
would be expected in a gumma, was exposed. This 
was contained in a smooth-walled cavity in the bone 
from which, however, the bleeding was profuse and 
could be stopped only by filling the entire cavity 
with wax. On section the growth proved to be a 
carcinoma. As there was no definite evidence of a 
primary growth, the clavicle was removed. The 
patient made an uneventful recovery. Death 
occurred three or four years later, but the author 
was unable to learn the particulars. 

Nitch reported two cases which are examples of 
errors in diagnosis resulting from the absence of 
symptoms which would have led to a recognition of 
the primary growth. 

The first patient was a man, aged 52, with a swell- 
ing of two years’ duration below the right elbow. 
This caused severe pain and rapidly increased in 
size. Immediately below the olecranon process 
was a soft, fluctuating, fusiform swelling, 3 in. 
long and 2 in. wide, involving the upper third of 
the ulna and invading the elbow joint. X-ray 
examination showed destruction of the coronoid 
process and practically the whole of the upper third 
of the ulna, only a thin shell of bone being left over 
the back of the tumor. 

When an incision was made into the swelling it 
was found to be a soft, highly vascular, plum- 
colored growth studded with sulphur-colored nod- 
ules. Above, it was encapsulated, but below, it 
infiltrated the muscles. It was widely excised. The 
microscopic sections were described as typical of 
carcinoma of the adrenal cortex. The abdomen 
was then examined and a nodular tumor found in 
the right loin. Shortly after the operation a soft 
pulsating nodule was discovered in the ninth rib. 
The growth in the arm recurred. Until three weeks 
before this report was made, when the patient had 
a severe attack of hematuria, there had been no 
symptoms suggestive of the location of the primary 
growth. 

The second case was that of a female with a large 
globular swelling of the upper end of the right 
humerus and another in the body of the left scapula. 
These were thought to be sarcomata and their real 
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nature was not recognized until after microscopic 
examination of a portion of the tumor removed for 
the purpose. It was then discovered that the 
growths were secondary to an adrenal carcinoma 
which up to that time had given no signs of its 
presence. 

Nicholson reported the case of a girl, aged 10, 
who was operated upon for a soft central tumor of 
the lower end of the tibia. On microscopic examina- 
tion it presented the typical structure of an em- 
bryonic tumor of the kidney. No abdominal neo- 
plasm could be palpated. Two years later the 
patient was re-admitted for a recurrence in the tibia 
and at this time a tumor was palpable in the left 
kidney region. It was thought to be a renal growth. 
No further operation was performed and the patient 
was not seen again. 

According to Rolleston, a squamous-cell carcinoma 
rarely produces metastases at a distance. He 
reported two cases of curious metastases: 

A man found dead in the street had a nodule of 
squamous-cell carcinoma in the apex of the heart; 
there was no other growth in the body, but the 
penis had been amputated presumably because of 
a squamous-cell carcinoma. 

The second case was that of a man whose right 
arm had been amputated for recurrent squamous- 
cell carcinoma. Both layers of the pleura on the 
right side were infiltrated with secondary growths 
yet enclosed a cavity containing blood-stained 

uid. 

The author is interested in the relative tendency 
of malignant growths of the adrenals and of the 
so-called renal hypernephromata (the adrenal 
origin of which is now much in doubt) to produce 
bony metastases. It is noteworthy that the so- 
called renal hypernephromata are not associated 
with the abnormal sex characters seen in cases of 
tumors arising from the adrenal cortex, and it would 
be interesting to know if there is any corresponding 
difference as regards bony metastases. 

Rowntree reported the case of a boy who was 
knocked down by a motor car, sustaining an injury 
to his head. Shortly afterward a tumor of the 
frontal bone developed and death resulted. The 
autopsy revealed the presence of a malignant 
growth in the sigmoid with numerous secondary 
deposits, including a deposit in the frontal bone, all 
of identical histologic character. The coroner found 
that the mass on the head was secondary to a 
primary growth in the sigmoid and returned a ver- 
dict of death from natural causes. 

G. W. Hocnrein. 


Evans, W. A.: Multiple Myeloma of Bones. Am. 
J. Roentgenol., 1919, n. s. vi, 646. 


Three cases of multiple myeloma of bones are 
described in detail. In the first, in which the 
roentgen examination was confined to the pelvic 
structures, the plates showed a malignant new- 
growth of bone origin, and according to the patho- 
logic report the tumor was a myeloma of the plasma- 


359 


celltype. Inthe second case the growth involved the 
upper end of the humerus, the clavicle, the scapula 
and the ribs. In the third, the roentgen examination 
demonstrated wide-spread bone lesions and the con- 
dition was diagnosed as carcinomatosis. An autopsy 
in the last two cases showed that the lesions were 
confined to the osseous system and that the tumors 
were soft in consistency and of various sizes. On 
section, it was found that the new-growth had 
replaced the marrow, and in many places had broken 
through the cortex, appearing externally as nodules. 
There was almost complete absence of ealcium. 

The etiological factor in the condition has not been 
determined. One author suggested trauma as the 
cause, but presented nothing to support his view. 
Others believe it to be the indirect sequel of an 
infectious process, while still others maintain that 
it is due to nutritional disorders. 

In the three cases here reported the symptoms 
were similar. There were pains in the chest, back, 
groin, and thigh, and increasing weakness and pro- 
gressive loss of weight. The disease extended over a 
period varying from six months to two years and 
was always fatal. W. A. Evans. 


Moore, A. B.: A Rosstgensiege Study of Metastat- 
ic Malignancy of the Bones. Am. J. Roentgenol., 
1919, N. Ss. Vi, 589. 

In this paper the author gives a summary of 65 
cases of secondary carcinomatous involvement of 
the osseous system, and emphasizes the necessity, 
as urged by Pfahler in 1916, for complete and 
thorough X-ray examination in all cases of known 
or suspected malignancy in which there is any sus- 
picion of the presence of secondary osseous involve- 
ment. 

Two types of bone metastases are described, the 
osteoclastic, which is the more common manifesta- 
tion of breast malignancy, and the osteoplastic, 
which is more common in cases of carcinoma of the 
prostate. The osteoclastic form is characterized in 
the roentgenogram by an extreme decrease in 
density, the bone having a typical honey-comb 
appearance. The osteoplastic form shows in the 
roentgenogram as an irregular increase in bone 
density, the bones having a chalky appearance 
without cortical or periosteal thickening. 

In Moore’s series the most common sources of 
bone metastases were the breast, the prostate, 
and the kidney. His statistics differ from those 
quoted in the literature in which carcinoma of the 
thyroid was second only to carcinoma of the breast 
as a source of bone metastasis. 

The most common site of bone metastases is in 
the spine, and any vertebra from the atlas to the 
sacrum may be involved, although the greater per- 
centage of secondary growths occur in the lumbar 
portion. 

The following conclusions are drawn: 

1. Bone metastases may result from malignancy 
of almost any organ, but the most common foci 
are the breast and prostate. 
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_ 2, Bone metastases are uncommon in malignancy 
of the thyroid. 

3. Bone and pulmonary metastases are rarely 
associated. 

4. The most common symptom complained of is 
pain. This is fairly typical and should be regarded 
as an indication for a roentgen examination. 

5. The roentgen appearance is characteristic. 
Therefore a thorough examination by the X-ray 
should be made in all cases in which there is any 
suspicion of bone metastasis. W. A. Evans. 


Green, T. M.: Elephantiasis and the Kondoleon 
Operation. Ann. Surg., 1920, |xxi, 28. 


The author reports his successful use of a modified 
Kondoleon operation in a case of elephantiasis. The 
technique was as follows: 

Two incisions were made from the trochanter 
major to the external malleolus by Kondoleon’s 
method as modified by Sistrunk. The incisions 
began at the trochanter and diverged in the thigh 
until they were 10 cm. apart and then approached 
each other again until at the lateral aspect of the 
knee they were 6 cm. apart. They then diverged 
until they were ro cm. apart at the center of the 
foreleg from which point they again gradually con- 
verged to meet at the malleolus. The subcutaneous 
tissues at the edges of the skin incisions were under- 
cut for a distance of 4 cm. and the skin flaps held 
back. 

A strip of fascia lata about 6 cm. in width was 
removed throughout the entire length of the in- 
cision and this mass, consisting of skin, subcu- 
taneous tissue, and fascia lata was taken out en bloc. 
In Kondoleon’s original operation no skin was 
removed. Sistrunk has shown, however, that the 
excision of an amount of skin equal to the amount 
of fascia removed prevents redundancy of the skin. 
After hemostasis was effected the skin edges were 
approximated and sutured. A smaller but similar 
flap was then removed from the inner aspect of the 
limb from the trochanter minor to the internal 
malleolus. The gross weight of the tissue excised 
was 6 lbs. 

- Following the operation the limb was bandaged 
daily with an elastic bandage before the patient 
arose. 

The change in the appearance of the limb within 
a week was astonishing. In the portion not reached 
by the incision the oedema lost its hard brawny 
feeling at once and came to resemble that of an 
ordinary varicose limb. After the first week the 
leg rapidly resumed its normal aspect. 

H. A. McKnicar. 


Morley, J.: Traumatic Myositis Ossificans from 
Gunshot Wounds. Brit. J. Surg., 1919, vii, 178. 


Traumatic myositis ossificans is the growth of 
bone in contused muscle. It follows a single severe 
trauma, usually without a break of the skin or frac- 
ture of the bone. 
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In the cases reported in this paper the condition 
followed gunshot wounds. In the author’s opinion 
this fact is of value as evidence of the true nature of 
the process. All the cases were cases of shell wounds 
of the thigh with extensive laceration of the muscles 
and superficial injury to the shaft of the femur. A 
tumor developed in the quadriceps muscle which 
from four to six months later presented the typical 
X-ray picture of myositis ossificans. In one case the 
tumor was removed with good results, and in another 
case it was found four months later that the bony 
mass was almost entirely resorbed. 

The author’s findings seemed to confirm the 
results he obtained in experiments on rabbits in 
1910. When the periosteum was removed from the 
bone without injury to the adjacent muscle the 
muscle became adherent and limited the amount 
of bony growth. When the muscle was traumatized, 
intramuscular ossification took place. The author 
bases his explanation of the increase of bone pro- 
duction upon these facts rather than upon the old 
theory of metaplasia. He advances the theory that 
by the grazing of the bone the periosteum is re- 
moved and the cortex opened, and as a consequence 
there is an outpouring of osteoblasts from the 
haversian canals. The trauma to the muscles and 
the resultant loss of power to limit the wandering of 
= osteoblasts then allows a greater production of 
callus. 

The condition is therefore due, not to hyperactivity 
of the osteoblasts, but to the removal of the natural 
barriers. It is essentially the same as callus forma- 
tion and is dependent on Wolff’s law. 

In suitable cases, excision with autogenous graft- 
ing of fascia to the shaft restores motion and pre- 
vents recurrence of the overgrowth of bone following 
a grazing gunshot wound. J. I. Mitcuert. 


Morris, D. H.: The Deeper Structural Changes 
Arising from Varicose Ulceration. Surg., 
Gynec. & Obst., 1920, xxx, 72. - 


Fundamental changes in structures remote from 
varicose ulcers are not generally recognized though 
these changes are quite regularly present when the 
ulceration is of long duration and are so striking 
and significant as to deserve emphasis. The tibia or 
fibula, and usually both, are involved in a diffuse 
periosteitis and osteomyelitis extending throughout 
the entire shaft and involving even the epiphysis. 
Associated with these processes are widespread 
vascular changes; the deep vessels, posterior tibial 
and ‘peroneal, show marked calcification which ex- 
tends to, or above, the popliteal. This sclerosis is 
not dependent upon the site, size, or depth of the 
ulcer, and is most marked when the ulceration has 
been present for a very long time. 

The arteriosclerosis of the tibial and peroneal 
vessels suggests that the distribution of the bacteria 
to remote parts of the bone occurs through the 
arterial wall and the adjacent lymphatics. The 
micro-organisms may penetrate the walls of the 
nutrient vessels and thus become distributed to all 
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parts of the bones. In some cases, also, a retrograde 
lymphatic infection against the normal lymphatic 
current may take place. Either process seems 
reasonable and probably both occur. 

In a large series of cases of varicose ulcers ex- 
amined the changes were the same, differing merely 
in degree. They were always more marked in the 
leg which showed the worst varicosities or the most 
prolonged ulceration, and were regularly absent in 
the opposite extremity if this was free from varicose 
veins. Discoverable constitutional diseases were 
ruled out. 

The article includes brief reports of 14 cases. 

C. R. STEINKE. 


Rich, E. A.: Septic Bone Infection, with Special 
Attention to Osteogenesis in Sepsis. North- 
west Med., 1920, xix, 1. 

The vascular and osteogenetic structures of 
bone—the periosteum and more especially the 
cancellous bone with its endosteum—are the all 
important structures that must be conserved in 
both acute and chronic types of bone infection to 
insure rapid repair. The old theory that regenera- 
tion of bone depends on the periosteum has been 
shown to be false. Osteogenesis is due to the bone 
cells underlying the periosteum which obtain their 
blood supply from the periosteal vessels and to the 
endosteal cells which receive nourishment from the 
vessels in the bone marrow. 

All repair in bone is the result of osteoblastic 
action which in turn is dependent on the abundance 
of the blood supply. Therefore the factor of im- 
portance in such repair is the maintenance of the 
blood supply. 

Mild infection is frequently a stimulus to bone 
formation and because of this fact injections of 
irritants and cultures of staphylococci have been 
used in the treatment of non-union. 

In cases in which transplanting of bone has been 
done the transplants do not regenerate bone but 
are replaced by the osteoblastic action of the pa- 
tient’s bone cells. The repaired bone is always 
denser than the original bone. 

Applying the facts mentioned to the treatment 
of acute and chronic bone infections, the author 
handles his cases as follows: 

In acute cases the shaft is opened as wide as the 
medullary cavity for four-fifths of its length. The 
medullary cavity is then irrigated with sterile water 
and the wound is left open. It is not curetted as 
this would destroy the cancellous cells and en- 
dosteum which must be preserved to favor re- 
generation. No dressings are applied. The wound 
is irrigated daily with sterile water. By this treat- 
ment complete regeneration is usually obtained in 
three or four weeks. 

In chronic osteomyelitis the medullary canal is 
laid open, the sequestrum is removed, and the 
cavity is obliterated by flaps of the surrounding 
muscles and fat with attached pedicles. 

I. E. BisHkow. 


Williams, T. A.: A Variety of Post-Traumatic Con- 
tracture of a Limb Not Due to Direct Lesion 
of Muscle, Nerve, or Connective Tissue. Jnter- 
nat. J. Surg., 1919, Xxxii, 329. 

Contracture was a condition frequently observed 
during the war. Generally it was hysterical, but as 
in many cases it did not seem to be amenable to 
suggestion or re-education, an explanation was 
sought with reference to the injury. In cases in 
which pain and pricking along the nerve trunks, 
atrophy of the muscles, and disturbed sensibility 
in the region supplied were present, Tinel attributed 
the condition to ascending neuritis. Freezing of a 
part may result in neuritis which in turn may lead 
to contracture because of the pain and tenderness. 
Tinel, however, was unable to explain the fact that 
in some cases the contractures recurred during con- 
valescence, that they might disappear although the 
neuritic and trophic disturbances persisted, and 
that they occurred in inert or recalcitrant patients. 

Babinski and -Froment, arguing from the fact 
that atrophy at a distance may follow lesions of the 
joints when there is no evidence of neuritis, claim 
that Tinel’s explanation is unsatisfactory. Vincent 
also quotes striking cases in which atrophy of this 
kind persisted in the absence of any nerve lesion. 
One of Vincent’s cases is reported in full. In such 
instances the condition may lead to a faulty attitude, 
the temperature of the part affected and the arterial 
oscillations are decreased, the mechanical response 
of the muscles is increased, the reflexes and the 
reaction to electrical stimuli are changed, and motor 
incapacities develop. 

The pathogenesis of the phenomena is regarded 
by Babinski as vasoconstriction. He believes that 
the condition is induced reflexly by the irritation 
of the wounded part, even when it occurs at a 
distance from the region involved. Incapacity is 
never complete from this cause alone, however, for 
the patient nearly always adds to it by inertia, 
showing no will to make the efforts required to com- 
pensate for the very moderate physical disability. 
This is evident from the fact that in nearly all cases 
efficient psychotherapy effects complete restoration 
even when some atrophy persists and there is a 
lowering of the temperature on exposure to cold. 


Jones, F. W.: The Anatomy of Snapping Hip. 
J. Orthop. Surg., 1920, ii, 1. 

In the two cases reported in this brief paper the 
snap of the hip was produced by rotation of the 
joint while the affected leg was bearing weight. It 
occurred also on extreme passive rotation, either 
external or internal, but on the operating table it 
was impossible to produce it by manipulation and 
no structure could be found to account for it. 
When the gluteus maximus was stimulated electrical- 
ly, however, the snap occurred every time the 
trochanter was rotated back and forth beneath it. 


On dividing the fascial insertion of this muscle 


and reflecting it back, it was found that the tendon 
which inserts into the gluteal ridge of the femur 
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was of unusual thickness and the snap was due to 
the slipping of the trochanter under it. On comparing 
these findings with dissections on the cadaver it was 
discovered that though the gluteus maximus may 
have only a small insertion on the shaft of the femur, 
in some cases there may be a well-developed sickle- 
shaped tendon springing from its deep surface and 
inserting down on the shaft. At operation in the 
cases reported this sickle tendon, which was of 
unusual development, was sutured to the great 
trochanter along its entire length. The snapping 
did not recur. It is suggested that the tendon is 
atavistic from the point of view of phylogenesis 
and that its importance is waning as the fascial 
insertion becomes more important. 

On examining a number of normal persons sev- 
eral were found who could produce the snap of 
the hip at will and the author suspects that the 
two patients operated upon were exploiting the 
condition to obtain military exemption. 

W. A. Crark. 


Cotton, A., and McCleary, S.: Myxoma of Bone, 
with R of a Case of Myxochondrosarcoma 
of the Femur. Am. J. Roentgenol., 1919, n. s. vi, 
594. 


True myxoma of the bone is seen so rarely 
that the question as to whether or not it is an entity 
has caused much discussion among surgical pathol- 
ogists. A careful detailed search of the literature in 
1918 failed to reveal any cases of pure myxoma 
of bone, although several of myxochondroma and 
myxosarcoma were found. 

In comparing the clinical history of the case 
reported by Cotton and McCleary in 1917 with the 
case reported in this article, the following points 
of resemblance were noted: slow onset; obscure 
symptoms; predominating symptom pain resembling 
sciatica; difficulty in making a diagnosis; later great 
destruction of bone with enlargement of the thigh 
and loss of function of the limb; and final recur- 
rence with malignancy. 

A comparison of the points of resemblance in the 
X-ray examination of the two casesshowed that both 
tumors originated in the medullary cavity, were 
attended by enlargement of the medullary cavity 
and expansion of the cortex, and later broke through 
the cortex and periosteum and invaded the muscles. 
In both cases also the outline of the cortex was 
irregular and there were cystic areas in the scft 
tissues due to the fact that the tumor mass pushed 
out the muscles. 

In the second case, however, the X-ray examin- 
ation was made at an earlier stage than in the 
first case and before an exploratory operation was 
done. In the second case also there was less thin- 
ning of the cortex and periosteal bone formation. 
The tumor extended from the great trochanter only 
to the middle of the shaft of the femur. Below the 
middle, the femur was normal in appearance. There 
was no new bone formation in the muscles where 
the cystic areas were found. 
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In the first case the pathologic report showed pure 
myxomatous tissue with evidence of processes of 
repair and of bone absorption. In the second case 
the tumor was reported as a myxochondroma at the 
first pathologic examination and the diagnosis of 
myxochondrosarcoma was not made until after 
amputation. 

Pathologists are not in agreement regarding the 
myxoma. Some believe the condition is purely a 
degeneration of some other form of tumor, either 
benign or malignant. Others recognize it as a benign 
tumor which may remain benign or become malig- 
nant. From the history of two cases here reported, 
however, it is evident that the growth has a marked 
tendency to malignant degeneration. 

Treatment of the condition is discussed at length. 
The authors believe that the only proper measure 
is amputation. This must be done early and well 
above the tumor tissue. W. A. Evans. 


Dunn, N.: Calcaneocavus and Its Treatment. J. 
Orthop. Surg., 1919, i, 711. 

In a typical case of calcaneocavus the long arch 
of the foot is high as the front part of the os calcis 
is tilted upward and forward and the front of the 
foot is dropped on the mediotarsal joint. The weight 
of the body passes almost entirely through the 
posterior astragalocalcaneal facet to the point of 
the heel. The heel thus becomes merely a peg and 
the fore-part of the foot a useless appendage. The 
condition results from paralysis of the Achilles and 
subsequent contractures of the tibialis anticus and 
posticus which pull up the arch, and contracture of 
the extensors and peroneals which pull the pillars of 
the arch together. 

Any disturbance of the relation between the 
astragalus and the os calcis is usually remedied by 
subastragaloid arthrodesis which renders the astrag- 
alus and os calcis practically one bone and counter- 
acts the effects of the body weight on the weakened 
muscles and ligaments. This operation with dis- 
placement of the foot backward as done by Davis 
increases the stability of the foot and gives good 
results in mild or moderately severe cases. 

Astragalectomy also gives a stable foot but has a 
disadvantage in that it shortens the leg from 14 to 
% in. and if the Achilles recovers strength later, the 
resulting fibrous ankylosis prevents a useful range 
of motion. Therefore this operation should be 
reserved for cases in which the posterior tibials 
as well as the Achilles are paralyzed. . 

The double-wedge operation of Jones consists in 
removing a wedge from the tarsus through a dorsal 
incision to correct the cavus and four weeks later 
removing another wedge from the back of the 
astragalus to correct the calcaneus deformity. 

The author’s treatment varies according to the 
severity of the case. The different types of cases 
and operations are given as follows: 

Type 1. Weak Achilles, no deformity. The foot 

‘is fixed in equinus for from three to six months, 
this being followed by the application of a brace to 
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prevent dorsiflexion beyond a right angle and raising 
of the heel of the shoe % in. 

Type 2. Weak Achilles with more dropping of the 
heel than in Type 1 and some cavus deformity. In 
these cases subastragaloid arthrodesis is followed by 
postural treatment as in Type 1. 

Type 3. No power in Achilles but posterior tibials 
active, moderate cavus, and contracture of plantar 
fascia. Treatment: Plantar fasciotomy, sub- 
astragaloid arthrodesis, and transplantation of the 
flexor longus hallucis, flexor longus digitorum, and 
peroneus longus to the posterior surface of the os 
calcis followed by fixation of the foot in equinus for 
ten weeks and after-treatment as in Type 1. 

Type 4. No power in Achilles, tibial muscles 
strong, extreme cavus which cannot be corrected by 
manipulation. This yields to treatment better than 
the milder types because the greater the deformity 
the more satisfactory the results. Following plantar 
fasciotomy the cavus curve is stretched as much as 
possible. A wedge-shaped osteotomy is then done 
on the dorsum of the foot and most of the scaphoid, 
the astragaloscaphoid, and calcaneocuboid articu- 
lations are removed in the wedge. Following this, 
the tendons of the posterior tibial and peroneals 
are exposed through an incision posterior to the 
ankle and are divided as far forward as possible. A 
wedge with its base backward is then removed from 
the astragalus and the os calcis. The foot is now in 
three sections: the upper consisting of the astragalus; 
the lower, of the os calcis; and the anterior portion 
made up of the part anterior to the scaphoid. The 
Achilles is split into an anterior and posterior layer 
and a hole drilled through the os calcis downward 
between these two layers. Through this drill-hole 
the severed tendons of the flexor longus hallucis and 
digitorum, the tibialis posticus, and the peroneals 
are drawn with chromic gut. The catgut is carried 
clear through the skin under the os calcis and tied 
over a small gauze pad, the foot being placed in 
equinus. By this means the tendons are held down 
securely until they become adherent. They are also 
sutured between the two layers of the Achilles. The 
correction of the cavus deformity is maintained by 
a sole splint, and the whole foot is put in a cast in 
equinus for about eight weeks. 

Type 5. No power in the Achilles, some in the 
anterior tibials, little or none in the posterior tibials. 
Treatment: Osteotomies as in Type 4. The tendons 
are not transplanted but the foot is displaced slightly 
backward in relation to the tibia. 

All of these operations are done in one stage. 

W. A. CLARK. 


FRACTURES AND DISLOCATIONS 


Klein , S.: Dislocation of the Carpal Scaphoid 
and unar Bones. J. Am. M. Ass., 1920, 
Ixxiv, 312. 


Dislocation of the carpal bones is very rare, few 
cases being recorded in the literature. Many 
orthopedists have never seen a case. In this article 
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the author reports two cases in which he obtained a 
good functional result, in one by operative removal 
of the dislocated bones, and in the other by con- 
servative treatment alone. The chief points of 
interest in these cases were as follows: 

Case 1. A laborer, aged 21, injured his wrist in 
falling from a fifth story window. Voluntary motion 
was lost and a mass was palpable under the skin on 
the front of the wrist. The X-ray showed disloca- 
tion of the scaphoid and semilunar bones upward and 
forward to a position anterior to the radius and 
ulna. The two bones were removed by operation 
and the wrist then treated by baking, massage, 
manipulation, and exercises. The improvement has 
been continuous and ultimately normal function is 
expected. 

Case 2. A man, 45 years of age, sustained an in- 
jury of the wrist when he was thrown from an auto- 
mobile. The wrist swelled up and its action became 
greatly restricted. After the swelling had subsided, 
palpation revealed a lump on the front and a hollow 
in the middle of the back of the wrist, findings which 
are pathognomonic of dislocation of the carpal 
semilunar. As manipulative reduction under an 
anesthetic was refused, the treatment consisted of 
baking, massage, gentle manipulation, and gradu- 
ated exercises. Improvement has been slow but 
continuous, and at the present time the patient has 
almost perfect use of the hand and fingers though 
normal strength has not yet returned. The pain 
continued much longer than in the first case. 

M. J. Hopart. 


Jones, J. P.: Fractures of the Femur from the 
Orthopedic Point of View. J. Orthop. Surg., 1920, 
BS. 

This paper is a report of a method used and origi- 
nated by Pearson at one of the special ‘femur hos- 
pitals” in Great Britain the Edmonton Military 
Hospital, London. 

The method consists in overhead suspension with 
direct extension by means of ice-tong calipers. The 
overhead suspension in a wire splint (Thomas or 
Hodgen) is the same as that which was generally’ 
used in all military hospitals during the war and 
with which most surgeons are already familiar. The 
value of the paper, however, lies in its detailed 
directions for the application of the calipers to the 
femur and the subsequent care of the case. 

In the treatment. efficient fixation with correct 
alignment and early movement of neighboring joints 
are of fundamental importance. The caliper direct 
extension method will permit early mobilization of 
the knee. 

In applying calipers to the femur, apparently 
trivial details make a great deal of difference in the 
patient’s subsequent comfort. The skin should be 
drawn upward and slightly forward over the con- 
dyles so that later it will not draw on the caliper 
points or over the patella. On the outer side the 
tong should not be placed through the iliotibial 
band but anterior to it so that in movements of the 
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knee the movable band will not be restrained by the 
calipers. Another error is placing the tongs too far 
to the front so that they slip on the sloping surface. 
On the external side the point of insertion is just 
proximal to the most prominent point of the outer 
condyle in front of the iliotibial band, and on the 
internal side, about a finger’s breadth proximal to 
the adductor tubercle. 

The caliper points are not driven into the spongy 
bone, but only into the hard cortex, and just enough 
to obtain a firm grasp. The skin is first incised over 
the point of application, being drawn upward and 
forward as described. The weight which furnishes 
extension to the bone produces pressure which 
makes the caliper pinch into the bone and holds the 
points in place. A screw adjustment in the handle 
keeps the points from going any deeper into the 
bone. The application of the calipers is done un- 
der gas. The wounds made by the insertion of the 
points are dressed with a narrow strip of flavine 
gauze. 

After their insertion, the tongs are held in place 
until the weight is applied. The pull being direct, 
only ro or 15 lbs. will be necessary to give sufficient 
extension. Counter pressure comes on the ischium 
against the ring of the Thomas splint, the lower end 
of the splint being fixed to an upright at the foot of 
the bed. Illustrations in the text indicate that the 
leg below the knee is swung in a branch from the 
main splint in a horizontal position. The ring of the 
splint is also suspended in order to hold it up against 
the ischium. 

From the very beginning mobilization of the knee 
should be done daily by the surgeon himself. Later, 
when union has become firm, this may be carried 
on by the masseur. The mobilization is the principal 
advantage of the direct supercondylar extension 
method. Another advantage is that the pull of the 
caliper acts over a fulcrum at the knee joint and 
tends to correct the usual backward displacement of 
the lower fragment, especially in fractures in the 
lower third. In the average case the calipers are left 
on from five to seven weeks. In 205 cases the aver- 
age shortening at the end of treatment was 0.48 cm. 

W. A. CLARK. 


Bergeret, A.: Verticotransverse Fractures of the 
Femoral Condyles (Fractures verticotransver- 
sales des condyles fémoraux). Rev. de chir., Par., 
1919, lvii, 592. 

By a ‘'verticotransverse”’ fracture of the condyles 
of the femur the author means a fracture the down- 
ward and forward disjunction plane of which 
approximates the vertical, is directed transversely, 
and almost corresponds to the plane formed by the 
floor of the intercondylar notch. It is clearly dis- 
tinct from the usual monocondylar fracture the dis- 
junction plane of which passes through the notch and 
has an anteroposterior direction. 

The verticotransverse fracture is rare. The au- 
thor reports a case and summarizes a few others from 
the literature. Clinically the patients show the 
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usual symptoms of fracture of the knee with hem- 
arthrosis which renders palpation and the discovery 
of the lesion difficult. Even prior to the develop- 
ment of the hemarthrosis, however, it is extremely 
difficult to make a diagnosis from a clinical examina- 
tion alone, but pain localized in a point correspond- 
ing to the posterior part of the condyle and shorten- 
ing of the condyle may suggest the condition. 
When the fracture is associated with extensive 
capsular and ligamentary displacement the diagno- 
sis is still more difficult. 

Treatment by immobilization and then by mo- 
bilization and massage gives a poor result. Con- 
solidation in an abnormal position with all its con- 
sequences is almost certain unless surgical meas- 
ures are employed. 

Bergeret suggests that an attempt at reduction 
and maintenance by osteosynthesis might be made. 
The method of choice is screw fixation, the screw 
being passed through the condyle from front to 
back. W. A. BRENNAN. 


Bowlby, A.: An Address on Gunshot Fracture of 
the Femur. Brit. M.J., 1920, ii, 5. 


The treatment of gunshot fractures of the femur 
in the recent war consisted of the treatment at the 
front and the treatment at the general hospitals. 
The use of the Thomas splint greatly simplified the 
care of such fractures, prevented further sepsis and 
laceration of the tissues, lessened bleeding, relieved 
pain, and thus allowed transportation without a 
marked increase of shock. Extension was made 
to the shoe or the “surgical spat’? was applied. 
At the casualty clearing stations excision of damaged 
tissue, cleaning of the wound, and the re-application 
of the splint under gas and oxygen anesthesia con- 
stituted the usual attention given. Primary ampu- 
tation was necessary in a large proportion of cases 
because of: (1) complete crushing of a large area of 
bone; (2) extensive comminution of the lower 
articular end of the femur; (3) laceration of the 
femoral vessels; and (4) extensive destruction of the 
muscles or skin. 

The treatment at the general hospitals attained 
greatest efficiency when selected and specialized 
organizations for the care of fractures were de- 
veloped. Patients were operated upon on arrival 
unless too great shock was evident or unless the 
treatment given at the front had been sufficient. 

The use of skeleton metal splints to allow traction 
downward and abduction or flexion was funda- 
mental. The radiograph was frequently the best 
guide to the amount and direction of traction. 
Daily measuring and charting of shortening were 
found most valuable. Gaps between bone ends 
measuring 1 or 2 in. frequently filled with new bone. 
The traction used was continuous traction. the 
patient’s body weight being countertraction to the 
weights and the foot of the bed being raised. Early 
movement of the knee and the application of a 
= Thomas splint with calipers gave excellent 
results. 
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For fractures in the upper third and neck of 
the femur, Sinclair’s hammock or Pearson’s seg- 
mented mattress was used. Unless walking caliper 
extension splints were applied where callus and 
union were becoming firm, bowing was apt to occur 
when the patient was permitted to walk. Delayed 
primary suture was of great benefit, lessening pyrexia 
and stimulating rapid union with less late necrosis of 
fragments and abscess formation. Thus it decreased 
the mortality and the number of amputations. The 
question as to the advisability of removing com- 
minuted fragments was unsettled Extensive re- 
moval gave more rapid healing but was often fol- 
lowed by non-union. Up to 1917 the results were 
unsatisfactory in a large percentage of cases, but 
subsequently the better care afforded in special 
fracture hospital in France, the use of metallic ex- 
tension splints, etc. greatly improved them and 
saved many lives and limbs. 

Of 3,141 patients treated for fracture of the 
femur at the front, 550 died (17.5 per cent). Of 
these, approximately 21 per cent were treated by 
amputation and of those so treated 33 per cent 
died. In from 20 to 30 per cent of the total number 
of 3,141 cases there were multiple wounds or other 
serious complications and the mortality was very 
much higher in this class than in the remaining 70 
per cent. 

During the year 1918, 5,025 cases were treated in 
the general hospitals at the bases in France. Five 
hundred and forty-seven of these patients died 
(10.8 per cent). Five hundred and thirteen of the 
5,025 patients were treated by amputation (10.2 
per cent), and the mortality in these cases was 
about 33 per cent. 

Inquiry in England shows that the mortality in 
the special hospitals more recently established was 
very low, generally about 1 or 2 per cent. The 
reasons were, first, that in 1918 the majority of the 
cases were kept in France until union had occurred 
and the wounds had healed, and second, that even 
in times of stress the worst cases were always re- 
tained in the special hospitals in France. For the 
same reasons the amputations in England were few. 

In discussing shortening, the author states that 
it is apparently easier to get length in limbs which 
have been damaged by shell fire than in those 
treated in civil practice in which the muscles are 
intact. Experience has shown also that shortening 
will not result unless there is extensive loss of 
bone. 

In New Zealand the average shortening in 54 
cases treated in 1916 was 1.345 in.; in 116 cases 
treated in 1917, 0.957 in.; and in 90 cases treated in 
1918, 0.25 in. In two special British general hos- 
pitals in France in 1918 the average shortening in 
334 cases was 0.2 in., and in 60 cases, 0.2 in. In 36 
of the 60 cases there was no shortening. In a special 
hospital in England in 1918 there was no shortening 
in 39 of 68 cases treated and the average shortening 
in the remaining 39 cases was 0.5 in. 

H. W. MEYERDING. 


365 


Wilson, W. E.: The Treatment of Malunion in 
Fractures of the Femur. Lancet, 1920, cxcviii, 
139. 

An introduction to this paper written by Sir 
Anthony Barclay covers the condition of English 
soldiers returned after treatment in Germany for 
fractures of the femur. The results were most un- 
satisfactory and the authors ascribe them to un- 
scientific and vicious methods. Apparently traction 
was used rarely, little fixation was given until late, 
and finally resort was had to the use of casts with 
windows or to amputation. The malunion had 
resulted in from 2 to 7 in. of shortening, bad 
alignment, and impaired movement of the knee 
joint. 

Briefly summarized the author’s treatment of 
the malunion consisted of osteotomy along the 
line of union, the application of a Thomas splint, 
and extension by means of Sinclair’s glue or the use 
of two screws through the tibia and fibula. Usually 
at the end of eight weeks a knee-flexing arm was 
attached to the splint to permit knee motion. In 
another month the caliper walking splint was ap- 
plied and used until union was firm. In all cases of 
fracture of the upper third of the femur Sinclair’s 
net-bed was used and massage and electrical 
stimulation were given. 

Suppuration after osteotomy occurred in the 
greater number of cases even though healing had 
been complete in from two to ten months. The pus 
contained proteus and coliform types. Often, also, 
staphylococci and streptococci were present, pro- 
ducing a foul, thick, dirty yellow discharge with a 
fecal odor. 

Drainage was provided in all instances. Although 
in such cases there may bea marked local reaction, 
there is little shock and after a few days the tem- 
perature subsides and the convalescence is good 
unless a pocket of pus or a sequestrum forms. 

The causes of angulation are outlined briefly as 
follows: 

1. Want of care in the first position. Mere 
plating of the femur and treatment without slight 
extension on the limb to keep the muscles occupied 
often leads to union of the bone in a bowed position. 
= fact, if the screws hold, the strong plate bends 
also. 

2. The assumption of the third position too early 
or the discarding of the caliper too soon. 

3. Walking when angulation is already present. 

4. Frail union such as occurs when only half 
the broken surface of the femur throws out callus, 
when there is a loss of bone in a large gap made 
good by callus, when there is partial union only 
because of loss of fragments, and when end-to-end 
apposition is obtained with little visible and palpable 

us. 

5. Sepsis. 

If discovered early, the angulation was corrected 
by refracture without open operation, by active or 
passive moulding, or later by osteotomy. 

H. W. MEYERDING. 
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Whitman, R.: The Treatment of Central Luxation 
of the Femur. Ann. Surg., 1920, |xxi, 62. 

This paper is limited to the consideration of 
fractures of the base of the acetabulum with pene- 
tration of the femoral head uncomplicated by ex- 
tensive fracture of the pelvis or injury of the pelvic 
contents. 

The injury discussed is caused usually by direct 
force applied to the trochanter. The physical signs 
are loss of prominence of the trochanter and slight 
flexion, adduction, and shortening of the limb. There 
is a fair range of flexion and extension, but rotation 
is very limited and abduction is almost completely 
restricted. Tenderness and pain are felt when the 
limb is moved and the injury often passes as a 
contusion. 

When weight-bearing is attempted pain is re- 
flected down the inner and posterior aspects of the 
thigh. The persistence of pain, stiffness, and a 
limp usually leads to further investigation and the 
diagnosis is established by X-ray examination. 
The displacement, if reduced, usually recurs when 
the limb is placed in the normal position. More- 
over, traction is not often effective in withdrawing 
the head from the pelvis. 

The practical indication in the treatment is to 
assure a sufficient range of abduction. From the 
functional standpoint this is of far greater im- 
portance than the reduction of the dislocation, 
although the one is necessarily dependent upon the 
other. The abduction method used for fracture of 
the neck of the femur may be employed although 
the mechanism in the two cases is quite different. 

Having been anesthetized, the patient is placed on 
a pelvic support provided with a perineal bar. The 
two extended limbs are supported by assistants 
who draw the patient firmly against the perineal 
bar. The sound limb is abducted to the normal limit 
to fix the pelvis. The other limb in the extended 
attitude and under manual traction is then gradually 
and forcibly abducted, if possible to the normal 
limit. This should indicate the complete with- 
drawal of the head from the pelvis. In this attitude 
a plaster spica is applied extending from the line 
of the nipples to the knee. 

The plaster spica must be retained for several 
months. Since displacement is impossible in the 
abducted attitude, locomotion may be permitted as 
soon as it does not increase the discomfort. After 
the support is removed the limb must be passively 
abducted to the full limit at frequent intervals until 
the patient has regained voluntary control of this 
movement. 

Since the purpose of the treatment is to secure 
and retain a sufficient range of abduction for func- 
tional requirements, an osteotomy below the trochan- 
ter is indicated when the resistance is so great that 
the head cannot be withdrawn by natural leverage. 

In recent cases the displacement should be easily 
reduced by the abduction method, while in cases of 
long standing the prospect of improved function 
would hardly justify the risk. C. H. Poot. 


Mowell, J. W.: Pott’s Fractures. Northwest Med., 
1919, XViii, 265. 

Potts fracture is produced usually by some 
trauma or fall which forces the foot outward, tears 
the internal malleolus from the tibia by the internal 
lateral ligament, and in a typical case breaks the 
fibula from 1 to 3 in. above its tip, carrying the 
astragulus outward. The foot drops backward be- 
cause the articulation is relaxed, and there is out- 
ward and backward dislocation. 

The surgeon may reduce a Pott’s fracture by 
placirg his knee against the tibia, grasping and 
everting the foot so as to free the internal malleolus, 
pulling the foot forward, inverting it slightly, ard 
completely dorsiflexing it on the leg. Plaster should 
then be applied down the leg from the popliteal 
space behind to 3 in. underneath and beyond the 
toes, the foot being in inversion and dorsiflexion. 
The after-treatment should consist essentially in 
raising the inner heel % in. after the fracture has 
sufficiently healed. 

The author presents diagrams of ankles in which 
the astragulus dislocation was not reduced because 
eversion was not done before the inverting and 
thus the fragment of the internal malleolus was 
driven up into the articular surface of the tibia. 
Ninety per cent of Pott’s fractures do not show good 
functional results on this account. 

R. G. PACKARD. 


Estes, W. L., Jr.: A Study of the Cause of Delayed 
Union and Non-Union in Fractures of the 
Long Bones. Ann. Surg., 1920, |xxi, 40. 


Estes reviews the results obtained in the treat- 
ment of 374 fractures including fractures of the 
humerus, radius, ulna, femur, tibia, and fibula. 

In discussions of the general causes of delayed 
union and non-union attention has been called to 
the fact that syphilis may be a factor even in the 
absence of a history and manifestations of the 
disease. A routine Wassermann would therefore 
seem indicated in all cases in which delayed union 
may be suspected. 

In regard to the location of delayed and non-union 
in the cases analyzed the findings were fairly con- 
stant. In the humerus they both seemed to be 
confined to the middle third. In the radius and 
ulna. delayed union was more prone to occur in the 
distal half. In the ulna, non-union was more fre- 
quent in the upper third. In the femur non-union 
was more apt to occur in the neck, while in the shaft. 
delay in union was more frequent in the distal 
third. In the tibia, delayed union and non-union 
seemed distributed fairly equally over the entire 
shaft, but the tendency to delayed union was greater 
in the upper third and the tendency to non-union 
greater in the upper and lower thirds. 

Fifty per cent of the cases of delayed union were 
due to compound comminuted fractures and a 
small number to the comminution alone. These 
figures substantiate the common belief that in 
cases of open wounds with a fresh fracture in 
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which there is more or less laceration of the soft 
tissues there is a marked tendency to delayed union. 
In every 10 cases of this kind among those analyzed 
delayed union occurred in 3 (10 per cent). When 
there is comminution, which usually is due to an 
extensive trauma or crushing, delayed union occurs 
in 3 out of every 4 cases and non-union in 1 out of 
every 8. 

It is well known, however, that Blake’s treat- 
ment of war fractures, which these compound com- 
minuted fractures of civil life so closely resemble, 
tends to produce more rapid union and return of 
function, and it is gratifying to realize that as the 
problem presents itself there is now at hand a 
method which should improve the statistics. The 
small number of cases of delayed union in which 
plating is indicated may also be diminished by the 
more frequent application of balanced suspension. 

Attention is called to a group of cases in which 
the cause for delayed union cannot be accurately 
determined and it is suggested that studies in 
metabolism may offer an explanation and suggest a 
rational therapeusis. H. A. McKnicut. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 


TENDONS, ETC. 


Turner, G. G.: The Uses of Free Transplants of 
the Fascia Lata in Surgery. Brit. M. J., 1920, 
1,79. 

Having had excellent results with fascia lata 
transplants in arthroplasty, the author recommends 
their use also in other operations. He has employed 
them successfully to protect sutured nerves and 
tendons against the inroads of sepsis and slowly 
forming granulation tissue. Fascia has been found 
to be surprisingly resistant to septic processes, 
remaining viable in cases of very severe infection. 

The tendon or nerve to be repaired is covered by 
a piece of fascia lata which is fixed so that it extends 
beyond the area of damaged tissue. Thus used, the 
facial covering offers an effective barrier between 
the repaired tissues and the skin. 

Turner has found pieces of fascia lata of value 
also to replace lost tendons. A section of sufficient 
length is cut, rolled into a thin cylinder, and then 
sutured in place so-as to bridge the gap in the tendon. 
Transplants have been used also to cover the ex- 
posed brain when the membranes are deficient. In 
this connection reference is made to a case of Jack- 
sonian epilepsy in which there was adherence of the 
brain tissue to the overlying skin flaps following a 
decompression for a gunshot wound of the head. 
Complete recovery followed the insertion of a 
fascial layer between the skin flaps and the brain 
tissue. 

Another use of free transplants of fascia lata is as 
an aid in the repair of urethral fistule that do not 

ield to ordinary surgical procedures. When fixed 

tween the mucous membrane and skin layers 
oa re-inforce the stretched-out tissues and suture 
ine. 


The area from which the fascia is removed gen- 
erally gives no trouble. The author has found it 
necessary to suture only when the transplant was a 
small one. A. J. ScHott. 


Lavalle, C. R.: The Treatment of Tuberculous 
Osteo-Arthritis by Bone Grafts (Tratamiento 
de las osteo-artritis tuberculosas por ingertos éseos). 
An. d. Inst. mod. de clin. méd., 1919, iv, 8. 


The surgical treatment advocated for tuberculous 
osteo-arthritis has become more and more con- 
servative. First, the amputation of the diseased 
member above the lesion was done; then, the total 
resection of the diseased joint; and finally, resection 
of only the diseased portions of the joint or the 
bone. Today, all these procedures are discarded in 
the majority of cases and considered only when a 
fistula is present with great destruction of tissue, 
when the patient is cachectic, or when he is of an 
aboriginal race in which hereditary immunity is 
almost entirely lacking and cannot be depended 
upon to wall off the lesion. 

Lavalle considers rest and heliotherapy the most 
efficacious therapeutic measures. Rest is obtained 
most satisfactorily by continuous extension which 
tends to keep down the congestion and aids in the 
resorption of the extravasated fluids in the adem- 
atous tissues. Heliotherapy is useful as it stimulates 
phagocytosis and has a general tonic effect. 

In the surgical treatment the author has found 
that success depends upon the following factors: 

1. The use of autografts. 

2. The most rigorous asepsis possible. 

3. Careful preparation of the field in the vas- 
cular tissue and absolute hemostasis to prevent 
the interposition of clots between the graft and 
its bed. 

4. Rapid transplantation. The graft should be 
cut with a sharp shears after the field has been well 
prepared. A saw should not be used for this pur- 
pose as it injures the superficial layers by the heat it 
generates and the fine particles thrown off obliterate 
the openings of the haversian canals which will be 
rapidly penetrated by the new-formed capillaries if 
they remain permeable and the spongy bone is not 
compressed. 

5. Absence of contact between the suture and the 
grafts. The grafts should rest on the largest possible 
surface on the subcortical osseous tissue, i.e., under 
the periosteum and the cortical layer but not reach- 
ing to the marrow. 

6. Immobilization of the region operated upon. 

In studying the pathogenesis and the process of 
cure of cases of this kind Lavalle has found: 

1. That the graft has the power to provoke a 
condensing osteitis in its immediate surroundings, 
and thus directs the process of ossification. Ossifica- 
tion is especially abundant in bones with some in- 
flammatory process such as a tuberculous epiphysis. 

2. The graft, which extends from the shaft to 
the epiphysis without reaching the articular cavity, 
crosses the articular cartilage, and as the haversian 
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canals are promptly and abundantly penetrated by 
the capillaries, it serves to reduce the venous stasis 
and to bring the arterial blood to the epiphysis. 

M. M. Martrtuies. 


Martin, W.: The Treatment of Bone Cavities. 
Ann. Surg., 1920, xxi, 47. 


In bone cavities in close proximity to a joint the 
removal of the roof and side walls with the idea of 
allowing the soft parts to fall in is almost impossible 
or necessitates a very difficult plastic operation. 
Moreover, in certain tunnels following compound 
fractures, the removal of all the bone on one side 
of the tunnel leaves the shaft very weak and with 
poor mechanical support. For these reasons atten- 
tion is called to some of the other methods of closing 
bone cavities. 

Chaput (1903) reported 4 cases in which he had 
successfully plugged with fat bone cavities left by 
osteomyelitis. Since then, about 50 cases have been 
reported. Calforio (1918) reported the results ob- 
tained with small fat transplants in cavities made in 
the upper extremity of the tibia in rabbits. From 
these experiments he concluded, first, that the fat 
did not remain as such in the bone, and second, that 
it was completely replaced by newly-formed osteoid 
tissue. X-ray observations of fat transplanted into 
bone in man show apparently similar results. In 
_ some instances there is little replacement of the fat 
by bone, in others complete replacement in a few 
months. 

Fat therefore has been proved by both experi- 
ment and actual practice to have certain obvious 
advantages for the plugging of bone cavities. It 
does not readily support bacterial life, nor does it 
readily undergo decomposition. Moreover, when 
fat is broken down by the enzymes of bacteria it 
probably splits into fatty acids or their salts (soaps) 
and glycerine, none of which is especially harmful 
to the tissue. The fat seems to be easily taken up 
by the body cells and appears to have physical 
properties suitable for the healing of the overlying 
skin. 

With regard to the treatment of infected bone 
* cavities the author draws the following conclusions: 

1. The complete removal of all the infected bone 
lining the cavity, all foreign bodies, and every 
particle of dead bone, is essential. 

2. In the great majority of cases the cavity must 
be obliterated to insure healing. This is accom- 
plished most satisfactorily by removing a suffi- 
cient amount of the wall of the cavity to allowthe 
soft parts to fall in and fill it up. 

3. In certain tunnels and cavities near the 
joints some form of plugging may be indicated 
and of the many materials used as plugs free fat 
transplants present obvious advantages. The two- 
stage operation, with careful sterilization of the 
— by the Carrel-Dakin technique is of great 
value. 

4. After it is decided from the nature of the 
cavity or tunnel that a fat transplant is suitable, the 
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skin should be excised about the margin of the 
cavity and freed from the underlying tissue until 
its edges can be brought together. Exact hemostasis 
of the soft parts is essential. A piece of fat distinctly 
larger than the cavity should then be excised from 
the abdominal wall and thrust into the cavity, the 
end of the graft being mushroomed through the 
opening in the bone and the skin closed over the 
graft with interrupted sutures. E. H. Poot. 


ORTHOPEDICS IN GENERAL 


Cotton, F. J.: ‘‘Flat-Foot’’ and Other Static Foot 
Troubles. Boston M. & S. J., 1920, clxxxii, 1. 


For the purposes of discussion the author divides 
foot troubles into five classes: (1) ‘‘flat-foot” 
(habitual; rigid; bony); (2) short heel cord; (3) con- 
tracted foot; (4) anterior arch trouble (Morton's 
disease; “fallen” arch): and (5) hallux valgus and 
rigidus. 

Cases of so-called ‘‘flat-foot”’ constitute most of 
the cases which come for treatment. In this condi- 
tion there is no real deformity—merely a position of 
relaxation into pronation which may be corrected. 
This habitual pronation is due to weakness of the 
muscles rather than to looseness of the ligaments. 
It is a physiological disorder and must be treated 
along physiological lines. Palliative measures such 
as hot-soaking and massage will relieve the tender- 
ness. Changes in the shoe heels (Thomas heel) and 
the insertion of pads under the arches will give 
comfort, but a radical cure is to be obtained only 
by the education and exercise of the muscles. Under 
proper treatment the patient should get rid of sup- 
porting plates in three months. The muscles con- 
cerned are the tibialis anticus, the flexor longus 
hallucis, and the flexor longus digitorum. 

Cultivation of the anterior tibial is of no value in 
the treatment of ‘‘flat-foot.’’ The exercises advised 
are: (1) rolling the feet outward over the outer 
margin of the sole while standing, and (2) supina- 
tion and plantar reflexion (standing on the toes with 
the heels turned in and attempting to grasp the floor 
with the toes). Most cases are cured by these 
methods. In those which do not yield the author 
recommends the use of an upright box of steel 
extending from the shoe heel to the upper calf on 
the outside to which the foot can be pulled over into 
a supinated position by means of a T-strap coming 
from the inner side of the shoe heel. The two arms 
of the T encircle the malleoli and bar and, when 
buckled up tight, hold the inner side of the foot 
upward and outward. 

For the rigid spastic foot stretching of the con- 
tracted tendons under ether followed by the applica- 
tion of a cast to hold the foot in extreme supination 
for a week or so is advised instead of tenotomy. 
After this, the case should be treated in the same 
manner as the non-spastic type. 

The bony ‘‘flat-foot’”’ concerns the surgeon only 
insofar as it causes symptoms. Many feet of this 
type are perfectly serviceable. If the condition is 
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extreme and the symptoms are disabling, however, 
the best treatment is a cuneiform osteotomy (Ogston 
operation). This impairs the mobility of the foot 
but restores its balance. 

The short heel cord is a frequent factor in foot 
troubles, especially in women who have lost the 
power of complete dorsal flexion by wearing high- 
heeled shoes. The tendon can be stretched in one or 
two sittings with a Davis wrench without the use of 
an anesthetic. The author has not seen any con- 
siderable number of cases requiring tenotomy. 
After the cord has been stretched the case is resolved 
into a case of weak or pronated foot and should be 
treated accordingly. 

The contracted foot is of the spastic type and 
nearly always congenital. There is a high arch, 
the heel cord is short, the toes are flexed like claws 
and pulled into hyperextension over the heads of the 
metatarsals by the contracted extensor tendons, the 
plantar fascia is tight, and the weight-bearing sur- 
faces are calloused and tender, especially under the 
heads of the first and fifth metatarsals. A cure may 
be obtained by tenotomy (extensor tendons) and the 


transplantation of the extensor proprius hallucis 
into the distal end of the first metatarsal. In two 
cases the sesamoids were removed with admirable 
results. 

Metatarsalgia is common but Morton's disease 
(pressure on the nerves between the third and fourth 
metatarsal heads) is unusual. The common type is 
that of a tender central callus with most of the 
weight carried by the second and third metatarsal 
heads. These cases do not get well and always re- 
quire care. A pad set in an insole behind the central 
callus is usually sufficient to make the foot comfort- 
able. In some cases merely a strap around the foot 
just behind the ball is all that is necessary. 

For hallux valgus operative remodeling of the 
joint and bursal excision are advised. The con- 
tracted external side of the joint capsule must be 
cut and the extensor hallucis tendon transplanted 
to the proximal phalanx of the great toe. This 
allows complete correction and prevents recurrence. 
The hypertrophied part of the metatarsal head, 
including about half of the joint surface, should be 
excised. W. A. CLARK. 
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Okinczyc, J.: A Case of Almost Total Section of the 
Spinal Cord by a Bullet Followed by Survival 
for Almost Four Years (Une observation de sec- 
tion presque totale de la moelle par balle avec survie 
de prés de quatre ans). Bull. et mém. Soc. de chir. de 
Par., 1919, xlv, 1499. 


Okinczyc gives the detailed clinical history of a 
soldier whose spinal cord was almost completely 
sectioned by a bullet and who survived for three 
years and eleven months after the injury. There was 
no autopsy. Following the injury there was first 
a period of primary shock with abolition of volun- 
tary movement, absence of sensation, absence of 
tendon reflexes, vesical retention, and fecal incon- 
tinence. This was followed by a period in which 
there were involuntary movements in the muscle 
masses of the paralyzed limbs, reappearance of the 
reflexes, cicatrization of the scars, and more or less 
complete evacuation of the bladder. 

Lecéne, who commented on the author’s report, 
stated that Lhermitte, who made a special study of 
spinal lesions during the war, observed four cases 
of complete spinal section with survivals of eighteen, 
five, eight, and twelve months, respectively. In 
these four cases the response of the nerves and 
muscles of the paralyzed lower limbs to galvanic 
stimulation remained entirely normal while their 
response to faradic stimulation was somewhat 
diminished. 

These facts prove unquestionably that section of 
the spinal cord may cause only slight modifications 
in the response of nerves and paralyzed muscles 
to electrical stimulation, and that the injury is 
never associated with degeneration such as oc- 


curs following destructive lesions of the peripheral 
nerves. 

From what has been learned during the war it is 
known that when the lower segment of the sectioned 
cord remains intact there is almost complete physio- 
logical integrity of the nerves emanating from it. 
This explains the automatism and the defense 
reflexes commonly observed in such cases. When 
the lower part of the cord is severely injured, how- 
ever, there may be absence of response to electrical 
stimulation in the nerves and muscles dependent 
upon it. 

From these facts it is evident that electrical 
examination of the nerves and muscles of a section 
of the body which has become paralyzed following 
an injury to the spinal cord will not indicate definite- 
ly whether the section of the cord is complete or 
incomplete. It will show merely the anatomical 
condition of the peripheral neurons of the segment 
subjacent to the cord lesion. W. A. BRENNAN. 


Lance and Jaubert: Infectious Spondylitis and 
Perispondylitis (Spondylites et perispondylites 
infectieuses). Rev. de chir., Par., 1919, lvii, 607. 


Among the soldiers sent to the hospital for treat- 
ment for Pott’s disease the authors found a number 
who were suffering from spondylitis of infectious 
origin, so-called “rheumatismal” perispondylitis, 
or spondylitis of the tuberculous rheumatismal type 
described by Poncet. 

When the inflammation in such cases is restricted 
to the spinal column radiography will show the 
development of bony excrescences on the vertebre 
which finally cause immobilization. 
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When the inflammation is more particularly 
perivertebral it is associated with other articular 
lesions, generally in the hip and knee. In these 
joints radiography will show the lesions of deform- 
ing ankylosing rheumatism. 

In the authors’ opinion the cause of ankylosing 
perispondylitis is infection, chiefly tuberculosis, and 
the predisposing factors are cold, dampness, fatigue, 
and trauma. The patients whose cases are reported 
in this article had had gonorrhoea, typhoid fever, 
tuberculosis, or some other infection masked by the 
symptoms of articular rheumatism. ‘That syphilis 
may also be a cause seems evident from the fact 
that Charcot’s spine is strikingly similar to the spine 
affected with the condition under discussion. 

Only two methods of treatment give satisfactory 
results: (1) moderate mobilization, after the initial 
painful crises, and (2) heliotherapy. These measures 
seem to arrest the development of the bony proc- 
esses and aid in the resorption of the exudate. 

W. A. BRENNAN. 


Sargent, P.: A Clinical Lecture on the Surgical 
Aspects of Spinal Tumors. Brit. M. J., 1920, i, 
37- 

The author reviews the results of 27 operations 
performed by him in the past ten years for spinal- 
cord tumors. He describes the tumors as true 
neoplasms of different varieties associated with 
cord symptoms, and excludes all cases of syphilis, 
tuberculous disease, and cyst. He also reviews very 
fully the record of the first spinal-cord tumor re- 
moved, that excised by Sir Victor Horsley in 1887. 

Four of the 27 tumors in the series were neurofi- 
bromata; 3, endotheliomata; 2, psammomata; 2, 
fibromata; and 2, fibromyxomata. In no case was 
the tumor above the fifth cervical or below the 
eleventh thoracic segment. 

In briefly reviewing the symptoms, it was found 
that 8 patients complained of root pains and 9 
of numbness in the legs associated with weakness 
(the latter symptom was present before operation 
in every case and varied from slight impairment to 


complete loss of all voluntary movements). In 3 | 


instances stiffness, jerking, or weakness was the 
first symptom noticed by the patient. With one 
exception, the weak or paralyzed legs were spastic, 
though never to an extreme degree. In 8 of the 15 
cases no impairment of vesical function was noticed 
at any time even though other symptoms had been 
present for periods varying from one to three years 
In the remaining cases the impairment of vesical 
function amounted to little more than precipitancy 
or hesitancy of micturition, usually the former. The 
use of a catheter was very rarely necessary. In the 
neurological examination the Brown-Séquard syn- 
drome was frequently observed. 

The author believes that the clinical course of 
spinal-cord tumors is quite characteristic in that it 
is slowly progressive and temporary amelioration 
is rare. The progress of the disease is usually con- 
tinuous until the patient becomes paralyzed and 
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completely loses pain, tactile, and temperature 
sensibilities below the segment involved. 

The operative results in such cases are most 
striking in that the patient is relieved from pain 
immediately and the motor power returns very 
rapidly, usually before the return of sensation. 

The results in 11 of the 15 cases in the series re- 
ported may be described as satisfactory in all re- 
spects. Six patients were doing their ordinary work 
when last heard from; 1, 77 years of age, is in per- 
fect health and vigor; and the other 4 are so far re- 
covered that the operation may be regarded as 
successful. Of the 4 patients treated unsuccessfully, 
1, whose paralysis had existed for nine years before 
operation remains virtually im statu quo t.ve and 
one-half years after the removal of the tumor. The 
3 remaining patients died. 

Twelve cases of tumor causing spinal-cord symp- 
toms other than of the encapsulated intrathecal 
extramedullary type were encountered during the 
same period. These tumors contrasted strongly 
with the others. They were without exception of a 
malignant character although their degree of 
malignancy, judged clinically, was extremely 
variable. 

In the author’s conclusion he emphasizes the im- 
portance of an early exploratory laminectomy in 
the cases of patients suffering from cord lesions 
which give symptoms suggestive of spinal-cord 
tumors. A. W. Apson. 


McNealy, R. W.: Congenital Depressions, Sinuses, 
and Cysts Occurring in the Sacrococcygeal 
Region. Surg.,Gynec. & Obst., 1919, xxix, 592. 

Congenital depressions, sinuses, and cysts may be 
found in the median line of the back over the 
coccyx or in the lower portion of the sacrum. The 
author discusses only those having simple epithelial 
lining (simple dermoids). According to the degree 
of the anomaly these are classified by Wette as 
fovea sacrococcygea, fistula sacrococcygea, and 
epidermoid sacrococcygeal cysts. According to 
Depree and Lannelongue, this anomaly is found in 
one-third of all new-born infants and in 3 per cent 
of persons reaching adult age. The large majority 
of cases occur in males, and usually escape notice 
until they attract attention by becoming infected 
or rapidly increasing in size. 

The fovea coccygea or simple depression as a rule 
causes little trouble. The sacrococcygeal fistula, 
a canal lined with epithelium which extends from the 
skin surface to a variable depth in the loose tissue, 
may be single or multiple. If there has been infec- 
tion the epithelial lining is replaced by granulations 
and connective tissue. Often these fistule contain 
loose hairs and in some cases they may be dilated 
at the bottom to form cysts. The cysts may contain 
cholesterin, crystals, and the products of the skin 
glands as well as hairs. The fistule may be primary 
or secondary. The formation of secondary fistula 
follows suppuration and the discharge of the con- 
tents of a cyst. 
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The dermoids of the sacrococcygeal region vary 
in size. Usually they are situated just beneath the 
skin, but in some cases may be found deeper near 
the tip of the coccyx. As a rule the cysts are adher- 
ent to the skin or attached to it by the apex of an 
invagination of epidermis. They are usually con- 
nected to the spinal column by fibrous bands. The 
cyst walls vary in thickness, depending upon the 
amount of connective tissue present. Some of the 
cysts are lined with stratified squamous epithelium 
and show hair follicles and rudiments of sweat and 
sebaceous glands. 

Many theories have been advanced to explain 
these cysts and fistula. It has been claimed that 
they are due to hair growing in an abnormal direc- 
tion from the follicles which causes an inflammatory 
reaction; a rudimentary tail formation in man; the 
remains of a hydrorachis beginning in intra-uterine 
life; the persistence of a foetal connection between 
the external skin and the lining of the medullary 
canal; the persistence of a medullary tube; the 
abnormal development of ligamentum caudale; 
and the incomplete obliteration of the foetal canal. 
The theory usually accepted, however, is that of 
Tourneaux and Hermann who attribute them to 
certain departures from the normal in the develop- 
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Boschi, G., and Perrone, A.: The Results of Surgi- 
cal Operations on the Nerve Trunks (Primi 
nostri risultati di interventi chirurgici sui tronchi 
— Policlin., Roma, 1919, xxvi, sez. med., 
395. 

The authors performed a large number of opera- 
tions in a neurological hospital of the Italian army. 
These surgica] measures included direct and indirect 
nerve sutures, strip plastics, anastomoses, resections, 
etc. The experience is summarized bricfly as 
follows: 

1. Long and difficult operations involving nerves 
embedded in a mass of fibrous cicatricial tissue with 
intimate adhesions to the vessels were well borne. 
They were never followed by any disturbances such 
as pain, paresthesia, etc., and it was never necessary 
to use such special measures as continuous irrigation 
with normal salt solution. Only the usual means to 
obtain maximum asepsis and perfect hemostasis 
were employed. 

2. It was found that the nerves could be stretched 
by gradual and gentle measures up to a maximum of 
6 or 7 cm. This was especially true of the sciatic 
nerve. By stretching and forcibly flexing the limb 
it was possible to accomplish direct suture of the 
great sciatic to one of its terminal branches even 
when the original separation amounted to 9 or 10 
cm. At the end of three weeks the limb functioned 
normally. 

3. When causalgia was associated with com- 
pression of a nerve trunk a neurolysis which com- 


ment of the caudal end of the spinal cord involving 


.the infolding of the primary ectoderm. The simple 


depressions they believe are the result of more rapid 
growth of the soft parts which causes traction of the 
ligamentum caudale upon the vestiges coccygiens. 
The cysts are of two types: (1) those due to dilatation 
of the epithelial sac which constitutes the vestiges 
medullaires coccygiens, and (2) those due to dilatation 
of the deep part of a fistula or the occlusion of a 
fistulous tract near its outlet. 

So far as treatment is concerned the author states 
that the simple depressions give no cause for sur- 
gical interference. When surgery is indicated the 
fistula may be carefully dissected out and, if there is 
no infection the wound may be closed immediately. 
If infection is present, it is best to allow the tract 
to granulate in after dissection. In cases of multiple 
fistule the various ramifications may be demon- 
strated by making roentgenograms after injecting 
Beck’s paste or by the use of methylene blue in 
peroxide. Some of the cysts when infected must 
be drained before dissection may be done. These 
cysts are often confused with furuncles and when 
they are incised a chronic discharging sinus is left. 
The fistule described are not of anal, tubercular, or 
syphilitic origin. I. W. Bacu. 


NERVOUS SYSTEM 


pletely freed the nerve was a rapid aid to other 
methods of treating the causalgia. In one case in 
which complete interruption of the radial nerve was 
associated with causalgia of the musculocutaneous 
nerve the causalgia disappeared following im- 
plantation of the median nerve upon the radial, 
neurolysis of the musculocutaneous nerve which was 
strongly compressed by bone callus, and a few 
applications of high-frequency current. Generally 
when there was no syndrome of an actual break in a 
nerve neurolysis gave good results. 

4. In cases in which an operation was performed 
to repair an actual interruption in the nerve the 
time which has elapsed has been too short to warrant 
definite conclusions as to the results, but signs 
already noted seem to indicate that the function of 
the muscles will be restored. 

5. Direct suture of nerves is preferable to any 
other method. The results obtained by indirect 
methods of suture were not very satisfactory even 
when all precautions were taken to protect against 
adhesions. 

6. Electrical stimulation of the nerve trunk dur- 
ing the operation is quite harmless and may be of 
great aid when the operation is difficult. 

7. In many cases vascular lesions were found in 
association with the lesions of the nerves. These 
may have been responsible for some of the trophic 
and vasomotor disturbances attributed to the nerve 
lesions, and of themselves demand surgical inter- 
vention. W. A. BRENNAN. 
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Frazier, C. H.: Surgical Problems in the Recon- 
struction of Peripheral Nerve Injuries. Ann. 
Surg., 1920, xxi, 1. 

In order that the results of neurological examina- 
tions and the methods of recording the clinical find- 
ings might be as nearly uniform as possible, esthe- 
siometers were designed for the various reconstruc- 
tion centers in this country in order that sensory dis- 
turbances might be tested and recorded in terms of 
grams. Special nerve registers for work on periph- 
eral nerves were also distributed. While many 
examinations were made by competent neurologists 
abroad, the records were seldom sent with the pa- 
tients to America. 

Up to the present time over 3,000 cases of injuries 
to peripheral nerves have been returned to especially 
equipped hospitals. Of this number, 550 were 
admitted to General Hospital No. 11 and it is these 
cases which serve as the basis of the author’s report. 
Two hundred and seventy-five of the patients (50 
per cent) have been discharged as recovered; 75 have 
begun to recover function spontaneously; and 150 
operative cases remain under observation. 

A percentage of 25 or 30 seems a reasonably con- 
servative estimate of the proportion of cases in 
which operation is justifiable. Surgery should be 
delayed at least three months after the wound has 
healed and at least six months after the injury. 
The action of supplementary muscles which may 
compensate for the paralyzed muscles is often mis- 
leading and many cases do not show signs of 
spontaneous degeneration until about the sixth 
month. If when there is evidence of complete 
physiological division, an operation were performed 
as soon as the wound would permit, many wounds 
would be explored unnecessarily and resection and 
suture would not only postpone recovery but might 
prove totally unsuccessful. 

In operating, the tourniquet should not be applied 
routinely. In exceptional cases in which there is 
massive scar tissue, however, much time may be 
saved by its use. Liberal incisions, complete 
hemostasis before closure, and careful scrutiny in 
the identification of the nerve trunks to prevent 

-severance of important rami are always essential. 

The least complicated operation is neurolysis. 
At General Hospital No. 11 this was performed in 
about 20 per cent of the cases. It is clearly indicated 
when the nerve responds promptly to faradic 
stimulation. In addition to external compression 
there may be present, particularly in the musculo- 
spiral nerve, an associated sclerosis or fibrosis of the 
nerve which may inhibit regeneration. It must be 
acknowledged that a neuroma per se is not an abso- 
lute barrier to the growth of neuraxes and therefore 
no attempt should be made to resect and suture a 
nerve because of a neuroma until six months have 
elapsed. The technique of neurolysis should free the 
nerve from the cause of compression and establish 
a new bed in an intermuscular plane or a plane be- 
tween a muscle sheath and the deep fascia. 

The greatest problems are those of resection and 
the bridging of defects. Of the numerous methods 
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advocated, there are only a few which should even 
be contemplated. Letievant‘s flap operation need 
not be considered as when the flaps are reflected the 
ends are not in alignment and lack of alignment 
interferes with the downward growth of neuraxes. 
While Huber has obtained good results in two cases 
of surgery d@ distance, attempts have not been suc- 
cessful when applied to man. Tubulization has been 
used extensively but the failures have been so 
numerous and good results so few that it is not to be 
recommended. The scar tissue which is usually 
formed in such cases defeats the purpose of the tube. 
Lateral anastomosis, as practiced by Hofmeister, 
is to be condemned and should not be confused with 
implantation suture. For the latter there is a 
limited field as in the arm where a large defect in 
the ulnar or musculospiral nerve may be bridged 
by a portion of the median nerve with only slight 
and transitory sensory loss. 

Resection of the humerus has been done on two 
occasions by Frazier when the defect could not be 
bridged otherwise. This should be a_ two-stage 
operation. Nerve stretching with posture may be 
used to good advantage and a defect of 7 or 8 cm. 
overcome in this manner. In some cases the opera- 
tion may be done in two stages. In the first stage 
the limb should be brought into flexion and the 
stumps anchored with silk. The final stage of the 
operation is then performed after four weeks. 
Nerve transposition is probably the most successful 
means of bridging gaps and is particularly applicable 
to the ulnar, the musculospiral, and the external 
popliteal. In all large defects advantage must be 
taken of favorable positions such as fexion of the 
forearm or knee. Only as a last resort should a 
nerve transplant be employed though there is 
definite evidence that regeneration takes place 
through the graft. The graft should be an auto- 
transplant taken from the musculocutaneous, the 
sural, or the internal cutaneous, from two to four 
cables being used according to the size of the nerve. 

In reckoning how much of the nerve is to be re- 
sected care should be taken to save as many fasciculi 
as possible. Electrical excitation is helpful in doubt- 
ful cases, the various parts of the nerve being 
stimulated at first through the sheath and then, if 
doubt still remains, after the sheath has been 
opened. The ultimate success of the suture depends 
largely upon the presence of healthy fasciculi free 
from the grasp of scar tissue. Every resource avail- 
able must be employed to bring the segments into 
apposition without undue tension. 

Finally, tendon transplantation should be re- 
sorted to in cases of residual paralysis of the ex- 
tensor longus digitorum when the patient has re- 
covered full power in all the muscles supplied by 
the musculospiral except the common extensors of 
the fingers. It is indicated also in cases of foot-drop 
in anterior tibial paralysis. 

The after-treatment is of vital importance in all 
cases and consists of massage, galvanism (later 
faradism), properly selected exercises, and, when 
necessary, secondary operations. GATEWOOD. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Lane, W. A.: Reflections on the Evolution of Dis- 
ease. Lancet, 1919, cxcvii, 1117. 


The author reviews at length the mechanical 
aspect of chronic intestinal stasis. The abnormal 
mechanical deviation of the viscera is dependent 
upon two factors, first, the stagnation of the con- 
tents of the large bowel, and second, the downward 
pull and strain exerted upon the support of the 
loaded viscera. Long-continued strain upon the 
mesenteric supports results in the crystallization of 
the lines of force similar to that occurring in the 
skeleton. White streaks in the direction of the pull 
are the first indication that a peritoneal band is 
undergoing such a crystallization. Gradually a 
distinct membrane is formed which in most cases 
extends from the base of the mesentery to the sur- 
face of the bowel. At the onset these structures give 
beneficial support. Later, the spreading of the mem- 
brane over the surface of the intestine and the 
shrinkage of the firm bands tend to angulate and 
obstruct the lumen of the bowel. 

Constrictions over the iliac colon, over the splenic 
flexure, and in the region of the cecum are far 
reaching in their effects. 

Fixation of the appendix by a band, or a mem- 
brane as it sometimes becomes in the region of the 
cecum, adds to the obstruction by causing inf'am- 
mation and contraction. 

Irritation from constant impact of hard fecal 
masses on the mucous membrane in the pelvic colon 
may predispose to malignant disease. A heavy, 
dependent, and elongated pelvic colon may cause 
torsion of the loop and a chronic volvulus. 

At the outset the excessive stagnation of material 
in the large bowel seems to have only a mechanical 
effect. Later, infective organisms may thrive in 
this stagnant mass and exert a marked effect on the 
body tissues. Primarily, the local delay, and later, 
the deficient assimilation of food, especially of 
carbohydrates, favors the growth of bacillus coli, 
streptococci, and other organisms. Because of the 
impurities thrown into the blood, there is a general 
depreciation of all the body tissues. The liver re- 
ceives the results of this toxic, infective, stagnating 
mass from three sources: the portal vein, the portal 
artery, and by direct extension from the bile-duct. 
The spreading of the organisms to the gall-bladder 
may cause various gall-bladder complaints. The 
pancreas, infected through the pancreatic duct, may 
show marked inflammation or, in the latter stages, 
malignant degeneration. 

The task of eliminating these toxins and organisms 
is thrown upon the kidneys. Various types of kid- 
ney troubles may follow: Bright’s disease, localized 
infection, or even generalized pyelonephritis. 


Atrophy of the various ductless glands and of the 
organs of generation is thought by the author to be 
a not infrequent sequel. 

The effect of this auto-intoxication upon the brain 
and nervous system is striking. Headache, neural- 
gia, insomnia, and depression result in ‘‘neuras- 
thenia”’, the invariable symptom of stasis. 

The skin becomes coarse, dark, blotchy, and 
disfigured. The perspiration is profuse and offensive, 
the temperature is subnormal, and the extremities 


- often cold and livid. The loss of fat and the consequent 


lack of support offered by fatty tissue result in a 
vicious circle. There is an added ptosis and an in- 
crease in the fundamental causes of the stasis. 

The author favors any methods which will restore 
the normal state of the intestinal fow. Operative 
measures such-as colectomy have shown striking 
results, especially in cases of rheumatoid arthritis 
and Still’s disease. 

Infections of the nasopharynx and dental sepsis 
are thought to increase the intensity of the infection 
and also to exaggerate the symptoms of auto- 
intoxication. The author lists various widespread 
and common diseases and conditions which result 
from chronic intestinal stasis. A. J. ScHoLt, Jr. 


Delbet, P.: Research on the Toxicity of Muscle 
Pulp from the Point of View of the Patho- 
genesis of Shock (Recherches sur la toxicité des 
muscles broyés au point de vue de la pathogénie du 
choc). Rev. de chir., Par., 1919, lvii, 309. 


The object of the experimental investigations on 
animals made by Delbet was to produce the condi- 


tion called “traumatic shock” without the aid of. 


traumatism. Starting with the assumption that the 
phenomena of shock are due to the resorption of 
tissues devitalized by trauma, Delbet injected into 
213 untraumatized animals the pulp of macerated 
tissues obtained from other animals. The injections 
were made into the peritoneum because absorption 
there is rapid and the danger of embolism incident 
to venous injections is absent. 

The phenomena usually observed in animals sub- 
jected to such injections were polypnoea, the aboli- 
tion of reflexes, and coma, all of which are unques- 
tionably manifestations of intoxication of the central 
nervous system. The toxins of muscle pulp, there- 
fore, were proved to be toxic to the nerve cells. 

In speaking of auto-, homo-, and heterotoxicity of 
the muscle pulp Delbet uses the term “‘autotoxic- 
ity” to indicate that the muscle pulp of an animal 
was toxic to that animal; “homotoxicity” to indi- 
cate that the muscle pulp removed from one animal 
was toxic to another animal of the same species; 
and ‘ heterotoxicity” to mean that the muscle pulp 
of an animal of one species was toxic to an animal 
of another species. No autotoxicity experiments were 
made. 
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Homotoxicity varied greatly in the different 
species. The muscle pulp of gray rats and of frogs 
was very toxic to animals of the same species, while 
that of guinea pigs and of white rats was only slight- 
ly toxic to other animals of the same species. 

A study of the experimental results shows: (1) 
that the animals whose muscles were homotoxic were 
sensitive not only to other homotoxic muscles but 
also to other muscles which had little or no homotox- 
icity; and (2) that animals whose muscles had little 
or no homotoxicity were but slightly sensitive to 
muscle pulp having a strong homotoxicity. 

These facts indicate that the receptor plays a 


more important part than the heterogeneity of the. 


muscle pulp injected. Certain animals were very 
sensitive to the toxin of muscle pulp; others were 
very resistant to it. 

Delbet is convinced that the sensitiveness to the 
toxin of muscle pulp was due to very special charac- 
teristics. These he sought to discover by studying 
the points common to sensitive and resistant ani- 
mals. There was but one common point. The sensi- 
tive animals were carnivorous, the resisting animals 
herbivorous. In the phenomena of shock, therefore, 
anaphylaxis may be a factor. 

The results of these experiments, which were 
undertaken especially for the benefit of those wound- 
ed in war, may be of value also in civil surgery. Like 
war wounds, the extensive contusions and crushing 
injuries caused by vehicles and industrial machinery 
also produce the phenomena of shock. In such indus- 
trial injuries the surgical removal of the toxic area 
of devitalized muscles appears to be the dominant 
indication as in war wounds. The experimental 
results indicate also that the diet should be regulated 
before as well as after operation Before operation 
it should be restricted to vegetable foods. 

W. A. BRENNAN. 


Lichty, J. A.: A Consideration of the Treatment 
of the Diseases of the Thyroid with Special 
Reference to So-Called Hyperthyroidism. 
Am. J. Roentgenol., 1919, n.s. vi, 608. 


As a working basis for the determination of the 


“ proper treatment for the individual case, the 


author divides the diseases of the thyroid into four 
groups. Group 1 includes cases in which there is 
hyper- or hypo-thyroidism without any apparent 
pathologic changes in the gland. These are recog- 


nized by the syndrome and the diagnosis may be 


confirmed by a study of the basal metabolism or 
possibly by the Goetsch test. The treatment is 
definitely medical. 

The second group comprises cases of enlargement 
of the thyroid in which the age of the patient and 
the absence of certain symptoms lead to the diagno- 
sis of adolescent thyroid. The condition is usually 
temporary and requires merely prophylactic mea- 
sures or, at most, medical treatment. 

Group 3 includes cases of thyroid enlargement 
with a definite active or potential hyperthyroidism. 
The enlargement may be due to hyperplasia of a 


parenchymatous type or may be a colloid goiter, 
a cyst, an adenoma, or any combination of these. 
Properly selected cases of this group require sur- 
gical or roentgen therapy, but medical treatment 
may be advisable before either is given. 

Group 4 includes cases having definite enlarge- 
ment and pathology of the thyroid without any 
disturbances of the thyroid function. Cases of 
carcinoma, ‘‘simple”’ goiter, or colloid growths, as 
well as adenomata, cysts, and inflammatory re- 
actions due to tuberculous, luetic, or other infections 
may belong in this class. These are imperatively 
surgical conditions, especially when they are malig- 
nant and when there is pressure which interferes with 
breathing or swallowing. Some of these cases may 
yield satisfactorily to roentgen treatment. 

In conclusion the following summary is offered: 

1. Exophthalmic goiter and hyperthyroidism 
from other causes should be recognized early and 
treated promptly. 

2. The earlier the condition is recognized the 
greater the probability that medical treatment will 
be sufficient and give permanent results. 

3. The neglected cases and those in which there 
is definite pathology are apt to require surgery or X- 
ray treatment. 

4. As yet the indications for X-ray treatment of 
the enlarged thyroid do not seem definite and the 
results are not certain. 

5. In cases of hyperthyroidism the roentgen- 
ologist and the surgeon are able only to break 
through a vicious circle for which the internist may 
or may not be responsible. Apotr# HarRTuNG. 


Rojas, P.; Epitheliofibrils in Cutaneous Tumors 
(Las epiteliofibrillas en los tumores cutaneos). An. d. 
Inst. mod. de clin. méd., 1919, iv, 110. 


Throughout his work Rojas has used the staining 
method described by Rio Hortega. In this article 
he first reviews the structure of the normal skin 
with regard to epitheliofibrils and then notes the 
alterations that takes place in these elements in 
cutaneous tumors and the skin surrounding them. 

The alteration which is most common in the skin 
contiguous to tumors is excessive enlargement of 
practically all of the cells. The dermatosome is 
extraordinarily developed and at times occupies 
the greater part of the length of the intercellular 
— thus giving it the aspect of a stout rigid 

er. 

Rojas has observed only four cases of epithelioma 
of the malphigian type with epithelial pearls, three 
of the lip, and one of the vulva. The changes in the 
pearls differed from those in the rest of the tumor 
but in both the fibrils had undergone profound 
changes which made them quite different from 
normal fibrils and those of the skin in the vicinity 
of the tumor. With respect to the size, quantity, 
and distribution there was every possible variety. 
There were cells in which the entire stoma was 
surrounded by fibrils and others which showed only 
a few or none at all. 
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In the epithelial pearls the fibrils were visible in the 
peripheral cells but very thin and poorly stained 
with the silver. In the middle layers they were 
thicker and traversed the cells in various directions, 
anastomosing with the neighboring cells by means 
of extremely thick intercellular bridges (der- 
matosomes). In the central cells the epitheliofibrils 
were found rarely. 

Another alteration which was seen repeatedly 
was enormous enlargement of the fibrils of the cells 
which surrounded the pearls, many of which had 
lost their clear-cut outlines. Here the fibrils appeared 
parallel in longer or shorter lines as if agglutinated 
in fascicles. After extending for some distance they 
curved, forming a sort of hook, and then ended 
abruptly. 

In the epitheliomatous nodules in which the cells 
kept the typical structure the fibrils were as a rule 
similar in every way to those of the filamentous 
layer of the normal skin. In other places the fibrils 
lost their normal structure, became sinuous, and 
surrounded the nucleus like a wreath. Occasionally 
spreading out from these wreaths were fine branches 
which passed over the nucleus and formed a sort 
of basket. 

In the nodules in which the cells were not entirely 
atypical and still conserved the form and some of the 
characteristics of normal cells, the fibrils were not so 
regular as in the type just described. They were 
very delicate and granular and had the appearance 
of a string of small granules. 

In completely atypical nodules the fibrils were 
disposed very differently. Generally they followed 
a course parallel to the long axis of the cell, some- 
times passing over the nucleus and sometimes 
dividing into two and circumscribing an ellipse. 
In some pyriform cells the fibrils were condensed at 
the sharp end of the cell and, spreading out like a 
fan, surrounded the nucleus. Immediately beyond 
it, however, they curved inward and again took 
up their course, passing in a straight line to another 
cell. In the large lanceolate cells which are fre- 
quently seen in this type of tumor the fibrils were 
condensed at both ends of the cell and spread out 
in the same shape as the cell. 

Of the tubular epitheliomata without epithelial 
pearls the author has seen only one case, an epithe- 
lioma on the skin of the scrotum which originated 
from the sweat glands. 

There were two distinct zones in this tumor, one 
in which the cells kept their well-defined contour, 
and the other in which the outline has been almost 
entirely lost. In general, the epitheliofibrils were 
much more delicate than in the type of tumor 
previously described. 

In the zone where the cells kept their contour 
the fibrils were variously disposed and at times 
acquired such a peculiar character that it was im- 
possible to correlate them with any normal type. 
These cells did not present very marked degenerative 
lesions. In the arrangement most frequently seen 
the fibrils were condensed in the perinuclear region 
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and formed a cavity at the nucleus. Then they 
resolved themselves into a quantity of small fila- 
= and passed out of the cell into a neighboring 
cell. 

In the zone of the tumor where the cells had lost 
their contour the nucleus was seen in the midst of an 
intricate fibrillar reticulum. The fibers were ex- 
tremely delicate and had lost all order or system. 

The author studied only one rodent ulcer and 
this had been fixed in alcohol before he received it. 
Satisfactory sections coyld not be obtained. 

Rojas describes further minor variations of the 
fibrils in all the types studied and illustrates his 
article with a large number of photomicrographs. 
His conclusions are: 

1. The ephitheliofibrils of the neoplastic cells in 
cutaneous tumors undergo marked alterations. 
These changes are always in relation to those which 
the cell itself undergoes. 

2. The alterations are of two types: alterations 
of structure and alterations in the position within 
the cell. 

3. Alterations in structure are manifested by 
total or partial enlargement of the fibril and by 
sinuousity. 

4. The alterations in the order in which the fibrils 
are placed is manifested by simplicity in the archi- 
tecture of the cellular reticulum. 

5. There are early cellular alterations which, 
acting on the cellular ectoplasm, react upon the 
epitheliofibrils, producing in them great disorgani- 
zation. 

6. In the malignant tumors observed there were 
no specific alterations of the epitheliofibrils. 

M. M. Matrutes. 


Mercadé, S.: Woody Phlegmons (Les phlegmons 
ligneux). J. de chir., Par., 1919, xv, 499: 

The author believes that there is no need for 
revising the accepted views regarding the nature of 
woody phlegmons. His observation: of 10 cases, the 
clinical histories of which he gives in this article, 
indicate that this type of phlegmon, though peculiar, 
is not to be classed as a special pathologic entity. 

Two factors are necessary for the development of 
a woody phlegmon. The first is the presence of some 
foreign body or substance which sets up a slight 
infection. The second is the slowly developing re- 
action to the infection. In all cases in which a 
bacteriological examination has been made different 
types of bacteria of varying degrees of virulence 
have been found. The theory that the condition is 
caused by any one type of infective agent therefore 
cannot be admitted. The woody phlegmon is due 
rather to the reaction of the organism. This reaction 
occurs only in cellular tissue which defends itself 
and neighboring organs by forming successive layers 
of fibrous tissue about the invader. It is only a 
tumor formed of the fibrous tissue developed about 
a small, slightly virulent foreign body. 

The rational treatment consists of a large incision 
of the tumor along its principal axis and dilaceration. 
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In some cases if rigorous disinfection of the area is 
assured, secondary suture can be done after a few 
days. W. A. BRENNAN. 


Ordway, T., Tait, J..and Knudson, A.: Metabol- 
ism in Leukemia and Cancer during Radium 
Treatment. Albany M. Ann., 1920, xli, 1. 


It has been noted that in certain instances pa- 
tients undergoing radium and X-ray treatment for 
leukemia have constitutional symptoms such as 
nausea (more rarely vomiting), malaise, weakness 
(even prostration), headache, undue fatigue, un- 
usual need of sleep, increased excitability, fretful- 
ness, irritability, disorders of menstruation, or 
attacks of dizziness. The same symptoms have 
been noted also in normal persons subjected during 
their routine work to emanations from radium. It 
is doubtful, however, if it can be proved that they 
are due to radium exposure as all of them are more 
or less common. 

In this paper the authors report the result of 
their studies in four cases in which radium and 
X-ray treatments were given. Two of the patients 
were being treated for myelogenous leukemia, one 
for extensive sarcoma of the right clavicular region, 
and one for carcinoma of the breast. A record was 
kept of all the food taken, and the urine was col- 
lected and examined every twenty-four hours. 

It seemed evident from these cases that the 
changes in the nitrogen metabolism depend upon 
the amount and nature of the tissue autolysis. Both 
the tissue autolysis and the products of nitrogen 
metabolism were most marked in the two cases of 
leukemia. In these also, due to the nature of the 
tissue autolysis, there was an extraordinary in- 
crease in the phosphates. In the case of sarcoma the 
amount of tissue autolyzed was much less than in 
the cases of leukemia and the nitrogen products, 
while definitely increased, were much less. In the 
case of carcinoma the lesion consisted of a hard, 
brawny fibrous tissue in which little or no autolysis 
was to be expected. In this case there was practical- 
ly no increase in the products of nitrogen metab- 
olism. The results obtained in this investigation 
«throw no light on the constitutional symptoms 
mentioned. W. Bacu. 


Mayo, W. J.: The Relation of Cancer to the Pro- 
longation of Human Life. Surg., Gynec. & 
Obst., 1920, xxx, 22. 


The great enemy of middle and old age is cancer, 
and measures both for prevention and for cure have 
not advanced in proportion to the increasing need. 
One woman in 9 and one man in 13 dies of cancer. 
The knowledge that chronic irritation is the great 
underlying cause of the disease must become more 
widespread. 

The majority of cancer patients come to operation 
too late to be cured. The inoperability in a given 
case cannot always be demonstrated and therefore 
operation must be done in many questionable cases 
in order that the patient may be given the benefit of 


the doubt. In resection of the stomach, for instance, 
the mortality in the favorable cases is low, but some 
of the most extensive resections result in cures 
although the risk is greatly increased. 

Too little attention has been paid to traumatic 
transplantation of malignant cells during operation. 
Rough handling of the growth loosens cells which 
may become grafted on any surface denuded of its 
normal covering. Operative methods must be 
devised that will more effectively prevent cell trans- 
plantation as well as the traumatic detachment of 
cancer-infected thrombi into vascular channels—a 
ccmplication which frequently causes postoperative 
metastatic carcinoma of the liver and lungs. 

Malignancy is the property of the cell; the stroma 
is not a part of the neoplasm but the measure of 
nature’s defense. Malignant cells will sometimes be 
found encapsulated in the tissues of an operative 
field from which a neoplasm has been removed. 
Occasionally through some agency such as trau- 
matism or disease, the retaining wall is broken down 
and metastasis occurs after many years of apparent 
operative cure. Radiotherapy destroys cells for a 
certain distance and sterilizes them at a greater 
distance so that their reproduction is checked. 
Connective tissue then develops which acts as a 
barrier to the further extension of the malignant 
process. 

Radiotherapy has been found of great value in 
the postoperative treatment of cancer. It would 
appear to be most useful, however, in preparing a 
malignant area against wound grafting during 
operation and in temporarily reducing the vitality 
of the malignant cell. Whether applied as radium, 


X-ray, or heat, it sickens malignant cells beyond the 


area of destruction. During this period the resis- 
tance of the cells is reduced and operation is most 
efficient; it should not be delayed more than a week 
or two as the period of increased cell vulnerability 
is probably short and the connective-tissue develop- 
ment which interferes with late operation is rapid. 
When the use of radio-active agents is properly 
combined with surgery, operability is increased, 
mortality is lowered, and the percentage of cures is 
increased. 

Abstract sciences are being utilized and scientific 
facts, apparently unrelated, are beginning to be 
understood in their relation to medicine. Much 
may be expected from bringing certain other 
branches of science, especially physics, to the aid of 
biochemistry in the study of physiology and path- 
ology. In 1827 the botanist, Brown, discovered the 
movements of ultramicroscopic bodies suspended in 
gases or fluids, the so-called Brownian movements.” 
In 1861 Thomas Graham, Master of the Mint in 
London, called attention to colloids and stated that 
they consist of matter in a special state of sub- 
division in which each colloid particle is an entity 
but that except in its physical state the matter re- 
mains unchanged. It has been shown that these 
colloid particles are endowed with movement and 
that while they are not visible they are of sufficient 
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size to reflect rays of light. The tissues of the body 
are in a colloidal state and retain their form and 
energy while the non-colloidal elements of the 
blood, such as sugar and amino acids, diffuse 
through the tissues, furnishing food which is utilized 
by the tissue colloids. Crookes developed the 
cathode ray which was the inception of the X-ray 
and related in physics to the ionic theory and elec- 
trons. 

The biochemists have shown that when certain 
substances are in the colloidal state they are more 
toxic than when they are in other states, and this 
peculiarity has been attributed by some physicists 
to the energy contained in the colloid body. 

Particular attention is called to the contribu- 
tions of the abstract sciences to cancer research, 
and more intensive study in these new fields is 
urged. 


Embleton, D.: Sphenoidal Empyema and Epi- 
demic Cerebrospinal Fever. Bril. M. J., 1920, 
1, 7. 

The author reports that in 34 cases in which 
death was caused by cerebrospinal fever the autopsy 
findings showed empyema of the sphenoid sinus 
in 32. 

In the two cases in which it was not found, the 
deaths occurred late in the course of the disease, on 
the twenty-seventh and twenty-eighth days re- 
spectively. One of these cases was acute, the other 
recrudescent. Meningococci were found in the 
sinus in 20 cases and in the bone in 3. 

Empyema of the sphenoid sinus was not found in 
any other disease except “Spanish influenza.” 
Neither was evidence of it discovered in a rhino- 
logical examination of 47 patients who had complete- 
ly recovered from cerebrospinal fever or in chronic 
carriers of the meningococcus. 

Ten cases of hydrocephalus were examined by 
the author. Five of these were operated upon to 
drain the sphenoid sinus. All the patients were 
temporarily worse but 3 recovered. It was found 
that when the operation was performed in the acute 
stage of the’ disease the results were poor. 

The primary site of entrance of the meningococcus 
is the nasopharynx. The bacterium is found here 
during the incubation period and early in an attack 
of the fever. It is found also in many carriers 
who show no signs of disease other than “‘colds.”’ 
Evidently the factor causing the development of 
meningitis is not always a rise in virulence of any 
one bacterium as in the epidemics studied the 
organisms were usually of two or three serological 
types rather than of a single type. 

The frequency of its occurrence suggests that 
empyema of the sphenoid sinus may be a determin- 
ing factor in the meningitic form of cerebrospinal 
fever. 

In the author’s opinion the meningococci do not 
gain access to the meninges through the arachnoid 
prolongations about the olfactory nerve or by way 
of the perineural lymphatics, but pass from the 


sphenoid sinus to the meninges directly by way of 
the lymphatics. In this connection there may or 
may not be gross signs of inflammation. The other 
probable route of infection is through the blood 
stream. The condition may begin with simple 

catarrh”’ which either passes off or becomes chronic. 
This is followed by a vigorous reaction in the nasal 
mucosa which is followed in turn by sphenoid 
empyema. The latter may produce a general blood 
infection with or without involvement of the 
meninges. ‘ 

If the empyema disappears the body may be able 
to deal with the systemic infection, but if it persists 
and the discharge of organisms from the focus 
continues, the bodily resistance may prove in- 
sufficient and fatal results may follow. Should the 
empyema become quiescent, it may light up in a 
recrudescence or keep up a smouldering infection 
which will lead eventually to hydrocephalus. 

G, S. Foutps. 


Alamartine, H., and Vandenbosche, H.: Paludism 
and Surgery (Paludisme et chirurgie). Rev. de chir., 
Par., 1919, lvii, 567. 

The author discusses the surgical conditions 
caused by hamatozoén and classifies them as fol- 
lows: (1) the acute abdominal syndrome develop- 
ing in the course of paludism; (2) the paludal spleen; 
and (3) gangrene of the limbs caused by paludal 
endarteritis. 

The acute abdominal syndrome is a crisis of 
pseudo-appendicitis or pseudovisceral perforation 
and is observed particularly in the beginning of 
paludism. Generally the diagnosis is cleared within 
a few hours by the onset of distinct paludal symp- 
toms. 

The paludal liver is surgically important because 
of its fragility, and its easy spontaneous rupture in 
case of a minor abdominal contusion. Moreover, 
it is frequently the site of abscesses and torsion. In 
some instances of hypertrophied liver due to pal- 
udism and in chronic cases of paludism, splenectomy 
is advised. Although this operation does not result 
in a definite cure, it greatly improves cases which 
have resisted medical treatment. 

The development of gangrene in the course of 
paludism is not uncommon. From the authors’ 
recent observations in Macedonia it would appear 
that such gangrene of the lower limbs is frequent. 
In 1916 a number of soldiers were admitted to the 
Salonica hospitals who were believed to have frozen 
fingers and toes. These men were suffering from 
paludism and disturbances of the peripheral cir- 
culation, and it was this fact coupled with the 
paradox of so-called frozen feet” in Macedonia in a 
warm season of the year that called attention to the 
nature of the gangrene. Some of the cases of 
symmetrical paludal gangrene were very severe and 
the patients soon died. Autopsies showed that the 
obliterating endarteritis was generalized in the small 
visceral arteries as well as in the large trunks of the 
limb. W. A. BRENNAN. 
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BLOOD 


Pappenheimer, A. M., and Vance, M.: The Effects 
of Intravenous Injections of Dichloroethyl- 
sulphide in Rabbits, with Special Reference to 
Its Leucotoxic Action. J. Exper. M., 1920, xxxi, 
71. 

The authors review the evidence indicating the 
general toxicity of dichloroethylsulphide both when 
administered by inhalation and when injected sub- 
cutancously or intravenously. They also review the 
literature on the subject. 

This report deals with the effects of the intra- 
venous injection of dichloroethylsulphide into 
rabbits, special attention being given to the altera- 
tions in the blood picture and the blood-forming 
organs since these were the most striking of the 
results observed. 

At first. difficulty was experienced in obtaining 
suitable emulsions for injection. In the earlier ex- 
periments the given amount of a ro per cent alco- 
holic solution by weight of dichloroethylsulphide was 
suspended in 0.85 per cent salt solution, shaken 
vigorously, and injected immediately after the 
larger globules had settled out. The dose admin- 


- istered was therefore considerably less than the 


total amount taken. Later it was found that a more 
satisfactory suspension could be made by emulsify- 
ing in 30 per cent alcohol in distilled water. A 
slightly milky emulsion was obtained which after 
shaking did not separate out in the time necessary 
for injection. The suspension was prepared from a 
recently made, accurately weighed 10 per cent solu- 
tion in absolute alcohol and injected at once to 
avoid hydrolysis. The dichloroethylsulphide used 
was a distillate which was obtained from the con- 
tents of a German yellow-cross shell and was active 
ly vesicant. 

The authors did not attempt to determine accu- 
rately the minimum lethal dose. In the earlier 
experiments they found that the limit of tolerance 
was in the neighborhood of 0.01 gm. per kilo, and 
accordingly, for the last six rabbits a uniform dose of 
0.005 gm. per kilo was chosen. 

The symptoms observed were emaciation and loss 
of weight, nervous symptoms, respiratory symp- 
toms, intestinal disturbances and oedema. The 
article contains a detailed description of the pathol- 
ogy of the changes observed and a series of tables 
and charts of the findings. The conclusions drawn 
are: 

The lethal dose of dichloroethylsulphide distilled 
from a German yellow-cross shell was from 0.005 to 
o.o1 gm. per kilo when injected intravenously into 
rabbits. 

Rabbits which died within twenty-four hours 
— extensive hemorrhages and oedema of the 
ungs. 

Severe lesions of the intestinal tract were present 
in about one-third of the rabbits. 

Dichloroethylsulphide injected intravenously was 
specifically poisonous to the haematopoietic tissues. 


Severe lesions were caused in the bone marrow and 
the number of circulating leucocytes was markedly 
diminished. In animals surviving the injection re- 
generation occurred. The granular cells of the bone 
marrow seemed to be more sensitive than the lymph- 
oid cells and the erythrocytes. 

The effect upon the blood and hematopoietic 
tissues was not due to the admixture of nitrobenzene 
or chlorobenzene in the shell filling. Injection of 
these substances into animals in amounts many 
times greater than the total dose of dichloroethyl- 
sulphide used produced no changes in the blood 
picture, while the subsequent injection of dichloro- 
ethylsulphide free from these solvents produced a 
typical reaction. G. E. Betsy. 


BLOOD AND LYMPH VESSELS 


Laurenti, T.: Traumatic Aneurisms of the Limbs 
(Contributo clinico alla casistica degli aneurismi 
traumatici degli arti). Policlin., Roma, 1919, xxvi, 
sez. chir., 313. ; 

Laurenti gives the clinical histories of 8 traumatic 
aneurisms of the limbs observed in soldiers during 
the war. 

Arteriovenous aneurisms, those which are ob- 
served most frequently in war surgery, are char- 
acterized by the permanent communication of an 
artery with a vein. Two types may be distinguished, 
those with a sac and those without a sac. In the 
latter type the aneurism is merely a simple arteriove- 
nous fistula. The condition is brought about by 
external violence which causes weakening or rupture 
of the muscles. Trauma which opens an artery may 
at the same time open a vein in such a way that the 
blood from the newly formed sac may pass into the 
venous lumen. The resulting condition is termed a 
‘varicose aneurism.” The term ‘‘aneurismal varix”’ 
is applied to a sac formed as the result of the thin- 
ning and weakening of the venous wall which is 
intimately adherent at the edges of the aperture with 
the walls of the artery. 

A spontaneous arteriovenous aneurism results 
when an arterial aneurismal sac is adherent to and 
perforates a vein. The majority of arteriovenous 
aneurisms are of traumatic origin. The femoral, 
popliteal, and humeral arteries are those most fre- 
quently involved. 

Traumatic aneurisms are for the most part false 
aneurisms—circumscribed hematomata, the walls 
of which have become thickened and organized. 
They may be secondary to incomplete arterial 
lesions or progressive distention of an arterial 
cicatrix. 

So-called “‘traumatic aneurisms” are seldom true 
aneurisms. 

The 8 cases reported by Laurenti belong to the 
group of false traumatic aneurisms. Six of them were 
treated by ligation with good results. In one case 
the artery was ligated and the vein sutured and in 
another a tampon was used. All of the patients 
recovered. W. A. BRENNAN. 
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Martin, J.: Ligation of the Common Femoral 
Vessels; A Contribution to the Study of 
Toxzmic Shock (Ligature des vaisseaux fémoraux 
communs; contribution a |’étude di choc toxémique). 
Bull. et mém. Soc. de chir. de Par., 1919, xlv, 1471. 


Martin does not share the opinion expressed by 
Sencert that ligation of the femoral artery docs not 
endanger the vitality of the limb as is commonly 
believed. He reports four cases in which the con- 
dition following such ligation lead to death or neces- 
sitated amputation. In two of these cases he believes 
the results were due to ischemic mortification 
without associated sepsis; that there was necrosis 
or aseptic mortification of the tissues rather than 
gangrene, a term which should be applied only to 
mortification followed by putrefaction. That such 
aseptic necrosis may cause general symptoms is 
beyond question. In both cases the general symp- 
toms which developed within six hours after the 
ligation were those due to toxemia rather than 
infection. It has been well established experi- 
mentally that ischemia rapidly causes toxemia 
by chemical changes in the ischemic tissues, and 
that muscular rigidity is a manifestation and proof 
of these chemical changes which are quite independ- 
ent of bacterial action. 

In cases of such mortification high amputation is 
indicated and delay is dangerous. A patient who 
has had a ligation of the common femoral vessels 
should be watched from hour to hour. If the signs 
of mortification appear, and especially if there is 
muscular rigidity, immediate surgical intervention 
is indicated. P W. A. BRENNAN. 


GENERAL BACTERIAL INFECTIONS 


Brown, J. H.: The Cultural Differentiation of Beta 
Hemolytic Streptococci of Human and Bovine 
Origin. J. Exper. M., 1920, xxxi, 35. 


Hemolytic streptococci are common in good dairy 
products and are usually harmless to the consumer, 
but it is desirable to be able to distinguish such strep- 
tococci from the hemolytic streptococci pathogenic 
to man which are sometimes found in dairy prod- 
ucts. Up to the time of the author’s investigation no 
qualitative method for distinguishing hamolytic 
streptococci of human and of bovine origin had been 
described and therefore such differentiation depend- 
ed upon the recognition of certain quantitative differ- 
ences such as the agglutination or precipitating titer 

against human serum, the rapidity with which 

hemolysis appeared, the size or definiteness of the 
hemolyzed zone in a blood-agar plate, the rate at 
which milk was coagulated, the degree of acidity 
produced in carbohydrate media, and the action of 
a bouillon culture on blood corpuscles in suspension. 
Anything which tended to simplify the determina- 
tion of these quantitative differences was of value. 
Acquaintance with the minute details of appear- 
ances in blood agar was important. Avery and Cullen 
showed the advantage also of determining the hydro- 
genion concentration in dextrose-bouillon cultures. 


The author's desire was to emphasize the value 
in such differentiation of differences in the action of 
streptococci of human and of bovine origin on blood 
corpuscles in fluid media. He describes the method 
recommended by the Medical Department of the 
United States Army for the identification of the 
streptococcus hemolyticus and gives in tabular form 
the results of the test upon twenty-eight strains of 
streptococci of bovine and human origin. Since 
1915 he has employed a technique slightly different 
from that recommended by the Army, a little more 
simple and giving practically the same results. 

None of the procedures employed by Brown served 
in itself to differentiate streptococci of human and of 
bovine origin with certainty though each of them 
gave strong presumptive evidence. Most of the 
strains fell easily into the human or bovine group by 
all the tests. Eliminating these from consideration, 
three of the others Brown was inclined to regard as 
of undoubted. bovine origin and one as representative 
of a group of streptococci which Jones found in 
milk. The latter is being studied further. The origin 
of only one strain was doubtful. G. E. Bemey. 


SURGICAL DIAGNOSIS, PATHOLOGY, AND 
THERAPEUTICS 


Carrera, J. L.: A Pathologic Study of the Lungs 
in 152 Autopsy Cases of Syphilis. Am. J. 
Syphilis, 1920, iv, 1. 

In this article pulmonary syphilis is considered 
from the standpoint of the new pathologic criteria 
set up by such investigators as Warthin and Fordyce. 

The author has made a most extensive survey of 
the literature of the subject and finds that the con- 
sensus of opinion, especially among the later writers, 
is that, with the exception of gumma of the lung, 
very little is known regarding pulmonary syphilis. 

In the 152 cases studied undoubted syphilitic 
lung lesions were found in only 12 (8 per cent). A 
very marked fibrosis was found in 18 cases, and well- 
marked brown induration in 43. An increase of 
connective tissue associated with chronic passive 
congestion was present in 124 cases. These findings 
are in accord with the changes produced by syphilis 
in other organs. 

To differentiate the fibrosis of syphilis from that of 
tuberculosis 60 tuberculous lungs were studied 
microscopically. The tubercle appears as a vascular, 
closely packed, epithelioid, sharply circumscribed, 
conglomerate entity while the gumma is more 
loosely arranged, less sharply limited, possessed of 
vascular granulation tissue, poor in epithelioid and 
giant cells, and infiltrated with lymphocytes and 
plasma cells. The most conclusive difference is the 
presence in suspected lungs of collections of plasma 
cells. In tuberculosis of the blood vessels all three 
coats are involved while in syphilis the middle coat 
as a rule shows no alteration. 

If an autopsy case shows a well-marked brown 
induration it is more probable that the condition is 
due to syphilis than to any other disease. In the 
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connective tissue of syphilitic fibrosis the presence 
of small, diffuse or focal collections of lymphocytes 
and plasma cells, with or without typical gumma 
formation and associated with characteristic vascu- 
lar’ changes, makes the differential diagnosis between 
the two conditions possible. 

The fibrosis of syphilis may be distinguished from 
that of chronic passive congestion by the presence 
of vascular connective-tissue bundles outside the 
vessels and evidences of plasma-cell infiltration. 

The presence of the cuboidal cells of Tripier does 
not favor the diagnosis of syphilis as these cells are 
found in any chronic fibroid process in the lung. 

In the cases studied no changes characteristic of 
syphilis were to be found in the pleura. Typical 
active syphilitic peribronchitis was found in only 
2 cases. The microscopic picture of each is de- 
scribed in detail. 

The author believes that in the adult it is im- 
possible to distinguish between congenital and 
acquired pulmoriary syphilis. The differential 
points as given by Roessle do not hold. 

No changes were found in the bronchial mucous 
glands and in only one case did the peribronchial 
lymph nodes show marked typical syphilitic vascu- 
lar formations and thickenings and plasma-cell 
collections. In this case spirochetes were discovered 
in the artery, the aneurism wall, and the peribron- 
chial infiltrations. 

The following conditions were found in the 152 
cases studied: 


Condition Cases 

Chronic passive congestion (well-marked)... .. 124 
Marked brown induration................... 43 
Marked fibrosis without brown induration.... 18 
Hemorrhagic 28 
Pulmonary thrombosis..................... 14 
(Edema of the 
Atelectasis (subpleural)..................... 16 
45 
Tubercles (of clinical importance)............ 21 
Excessive 61 
Fibrosis of peribronchial nodes. ............. 2 

P. M. CHAsE 


Ziegelman, E. F., and Mangan, L. A.: A Method 
for the Treatment of Burns with Bleb Forma- 
tion. Am. J. Surg., 1919, xxxiv, 10. 


This method is based upon the use of sodium 
bicarbonate and is called the ‘modified sodium 
bicarbonate method.”’ It is applicable only to burns 
with bull or bleb formation. 

A fair-sized needle, attached to a large record or 
similar syringe, is inserted into the bleb at its most 
dependent portion and, if possible, the fluid content 
of the bleb is withdrawn. In cases of large bleb 
formation the syringe may be filled several times. 


After all the serum has been removed a 4 per cent 
solution of sodium bicarbonate is injected into the 
bleb until it is entirely filled and allowed to remain 
for from four to eight hours. In certain cases it is 
impossible to aspirate the serum in the bleb. It is 
then necessary to inject a little sodium bicarbonate 
solution and allow it to mix with the bleb contents 
for a few hours. At the end of that time it will be 
found that the combined material can be aspirated 
easily. The bleb is then filled again with the bi- 
carbonate solution as in other cases. 

This process is repeated. When the burn is 
severe it is repeated several times. Great care must 
be taken to avoid breaking the skin covering the 
bleb while aspirating and when the dressings (if 
dressings are necessary) are removed. In keeping 
the dressings from adhering to the loose surface of 
the bleb it has been found that the best results are 
obtained with the use of “‘ambrine” or paraffin- 
gauze. 

When the secretions have ceased to form, a fine 
powder, preferably zinc oxide, is dusted over the 
surface. In from five to eight days the epidermis in 
the form of dry scales may be easily removed and 
a healthy dry surface with the appearance of sun- 
burn remains. 

By this method the period of convalescence is 
greatly shortened and dangerous complications are 
avoided. The authors have had no case of infection, 
and though their number of cases has been exceed- 
ingly small, they are convinced that the procedure 
described will greatly lessen the incidence of in- 
fection. C. RositsHek. 


Taylor, J. S.: The Paraffin-Wax Treatment of 
Burns with Special Reference to Mustard-Gas 
Burns. Mil. Surgeon, 1920, xlvi, 83. 


The author treated 258 mustard-gas burns which 
ranged in severity from burns of the first degree to 
burns of the third degree. Some of them were very 
extensive and others small. All of the wounds were 
infected before they were seen by the author. The 
previous treatment had consisted of the use of 
alkaline baths, lotions, dusting powders, and vas- 
eline. Taylor advocates the Carrel technique and 
enumerates the steps in the dressing as follows: 

1. The dressings are removed. 
2. The burned area is bathed with neutral sodium 


soap. 

3. The burn is swabbed with sterile absorbent 
cotton pledgets held in a sterile hemostat. These 
pledgets are soft and are soaped. The entire burned 
area is cleaned with a circular rubbing motion from 
the center to the periphery and the skin around the 
periphery is thoroughly scrubbed. 

4. The soap is removed with warm sterile water 
and the use of other sterile cotton pledgets. The 
cleansing process is one of the most important steps 
in the technique. If it is done correctly there will 
be no bleeding, pain, or distress. In some cases the 
secretions are more easily removed if normal salt 
solution is substituted for the sterile water. 
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5. After being cleansed the area is thoroughly 
dried either with sterile cotton pledgets or a blower. 

6. The area and at least one-fourth of the skin 
around the per phery are sprayed with ambrine or 
paraffin wax. 

7. Upon the layer of ambrine a thin layer or film 
of sterile absorbent cotton is then applied imme- 
diately. This layer should also extend at least 
\% in. beyond the limits of the burned area. 

8. The film of cotton is then sprayed with a 
second layer of the paraffin wax. 

9g. Over the second layer of paraffin wax a 
second and thicker layer of cotton is applied. 

10. Over the second layer of cotton are placed 
a layer of gauze and a bandage. The amount of 
cotton and gauze necessary to complete the dressing 
depends upon the amount of the secretions. 

11. The wound is redressed every twenty or 
forty-eight hours according to the amount of the 
secretions. 

In concluding Taylor sums up as follows: 

All burns are sterile at the time they are first 
received and are infected clinically and bacteriolog- 
ically at least twelve hours after their receipt. The 
Carrel technique in the treatment of burns is 
superior to any other. The use of paraffin wax has 
been proved of value in every particular as it 
shortens the time of disability, lessens the suffering, 
and prevents deformities and the frightful con- 
tracting cicatrices. E. C. RopitsueEk. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Bagg, H. J.: Pathologic Changes Accompanying 
the Injection of an Active Deposit of Radium 
Emanation. I. Intravenous and Subcutaneous 
Injections in the White Rat. J. Cancer Research, 
1920, V, I. 

Very little is known concerning the changes that 
occur in living tissue following the injection of 
solutions of an ‘‘active deposit” of radium emana- 
tion. The investigation here reported was under- 
taken by the author to determine the nature of the 
changes in the principal organs of the animal body 
following such treatment and to obtain data that 
might serve as a guide in the treatment of certain 
types of cancer to which the solution method of 
radium therapy appears particularly adapted. 

The investigation consisted of two parts, the first 
dealing with intravenous injections, and the second 
with subcutaneous injections of the “active deposit ” 
of radium emanation. 

Following injections of an “‘active deposit” of 
radium emanation there was a diffusion of the radio- 
active substance throughout the animal body which 
resulted in pathologic changes in the various organs. 
The changes occurring in the liver, lungs, kidneys, 
adrenals, spleen, bone marrow, brain, and vascular 
system are minutely described. The most inter- 
esting change was fatty degeneration in the liver 
which was brought about by comparatively small 
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subcutaneous doses of radium. This degeneration 
was characterized by the presence of many giant 
cells and hyperchromatic nuclei, and persisted for 
a comparatively long time after the treatment. 

Frequently following large doses of radium, con- 
gestion and hamorrhages were found in practicall 
all of the organs. In the severe cases the animals 
died with symptoms of severe enteritis. 

The pathologic condition most frequently found 
in the kidney was a granular degeneration and 
erosion of the renal cells. 

In the bones the injections of radium caused the 
destruction of the cells of the bone marrow and 
their replacement by blood. 

In the spleen congestion was the most constant 
feature following the treatment, and in some cases 
this was associated with hemorrhages and the 
destruction of red blood cells. 

In certain organs the method of injecting the 
radium determined to a certain extent, the severity 
of the reaction. For example, following subcu- 
taneous injections there was no appreciable patho- 
logic reaction in the lungs, but following intravenous 
doses of about the same strength, the pulmonary 
lesions were severe, consisting of proliferation and 
desquamation of the epithelial cells of the bronchi, 
marked oedema, congestion, and hamorrhage. 

It appeared that doses of radium less than 10 me. 
were not fatal to the experimental animals. Doses 
above this amount caused death within a few hours 
or a few days, the reaction being somewhat less severe 
when the injection was subcutaneous. 

A similarity was noted in the tissue reaction due to 
radium injected intravenously or subcutaneously 
and radium applied externally. 

The fate of radium after its injection in the animal 
organism and its subsequent elimination are dis- 
cussed in some detail. The results of this investiga- 
tion show that the liver, gastro-intestinal tract, 
kidneys, lungs, and spleen received the greatest 
amount of radio-activity. 

Degenerative changes in the cell and their inter- 
pretation are also discussed. The histologic study 
seemed to indicate that cytoplasmic changes occur- 
ring in the cell were profound and as severe as those 
in the nucleoplasm. G. E. Bripy. 


Murphy, J. B., and Waro, N.: The Lymphocyte in 
Natural and Induced Resistance to Transplant- 
ed Cancer. V. Histologic Study of the Lym- 
phoid Tissue of Mice with Induced Immunity 

_to Transplanted Cancer. J. Exper. M., 1920, 
XXXi, I. 


Although a number of theories have been brought 
forward to explain the natural and induced re- 
sistance of mice to transplanted cancers, none of 
them has covered all the facts or met with general 
acceptance. 

In this paper the authors present a study of the 
lymphoid organs in animals with induced immunit 
to cancer which was made to establish a further link 
in the evidence associating the lymphocyte with 
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cancer immunity and to ascertain if possible the 
source and nature of the blood lymphocytosis. In 
the course of the experiments a histologic examina- 
tion was made of the changes in the subcutaneous 
tissue in order to check and possibly to extend the 
earlier observation of Da Fano. 

The material for the study was collected in the 
course of five experiments in which more than 100 
mice were used. All the mice were of about the 
same size and from the same stock. The virulence 
of the tumors transplanted in each experiment was 
tested by inoculation into a number of normal mice. 
The fixative for tissues was Conroy’s 6-3-1 and the 
staining was done with Heidenhain’s iron-hemat- 
oxylin for mitotic figures and eosin-methylene blue 
for other general purposes. In most instances loose 
connective tissue from the subcutaneous layer was 
carefully spread over the slide, fixed with absolute 
alcohol, and stained with methylene blue and eosin. 
Blood films were treated with Wright’s stain. 

Mice immunized against cancer by an injection of 
defibrinated blood showed a marked increase in 
the number of mitotic figures in the germinal 
centers of the lymphoid organs. The increase 
became evident forty-eight hours after the injec- 
tion in the majority of instances, and reached its 
climax at about the fifth day. After this time it 
subsided, returning to the normal rate about the 
tenth day. 

The immunized animals when inoculated with a 
cancer graft ten days after the injection showed a 
second stimulation of the lymphoid centers similar 
to the first but more intense. This increase in the 
number of mitotic figures became evident as early 
as twenty-four hours after the cancer inoculation 
and persisted in a marked degree for a week, after 
which there was a gradual return to the normal rate. 

During the establishment of the immunity the 
lymphocytes of the circulating blood showed fre- 
quent instances of amitotic division and many 
examples of irregular and lobulated nuclei, changes 
which suggested intensified functional activity. 

Contrary to the statement of Da Fano, cellular 
reaction in the subcutaneous tissues of immunized 
‘animals was present only in the region infiltrated 
by the injected cells. This fact became conspicuous 
when the immunizing injection was given intra- 
peritoneally. In such cases no cellular accumula- 
tions were observed in the loose connective tissue. 

Constant cellular changes were not noted in the 
bone marrow, the thymus, the thyroid, the liver, or 
the kidneys of the animals treated. G. E. Bemey. 


Zunz, E., and Govaerts, P.: Experimental Re- 
search on the Effects of Transfusion in the 
Different States of Circulatory Collapse (Re- 
cherches expérimentales sur les effets de la transfusion 
dans les divers états de collapsus circulatoires). Bull. 
Acad. roy. de méd. de Belg., 1919, xxix, 796. 


Circulatory collapse following haemorrhage can be 


brought about experimentally in the dog by arterial 
bleeding of four-tenths to six-tenths of the total 


INTERNATIONAL ABSTRACT OF SURGERY 


quantity of blood in the body. This collapse is 
characterized by a residual arterial pressure below 
50 mm. of mercury, a diminution in the hemo- 
globin and the number of red corpuscles, and a 
lowering of the blood vicosity. The low arterial 
pressure is accompanied by an elevation in the 
venous pressure. 

The effects of transfusion are very favorable. 
The arterial pressure returns to its initial level even 
if the collapse has lasted several hours. It is essen- 
tial, however, that the transfusion should be slow 
as otherwise, though the arterial pressure rises during 
the injection of the blood, it soon falls and the fall 
may be very decided. 

A progressive decrease in the arterial pressure 
of the dog can be brought also by intramuscular 
injections of cultures of different anaerobes. In 
from four to six hours the pressure may fall to 50 
mm. of mercury. At the same time the hemoglobin 
content, the number of red corpuscles, and the 
viscosity of the blood increase. ‘The venous pres- 
sure is low. The syndrome of circulatory collapse 
due to infection is thus quite different from that 
following hemorrhage. Transfusion has only a 
transitory effect and the arterial pressure tempo- 
rarily raised soon rapidly descends. 

In the absence of hemorrhage wrenching one of 
a dog’s hind legs causes only a moderate fall in the 
blood pressure.and it is rare that such a traumatism 
results in circulatory collapse. The loss of from 15 
to 20 per cent of the total amount of blood in addi- 
tion, however, causes a considerable fall in the arte- 
rial pressure and may even result in death although 
an equal loss in an untraumatized animal would 
have only a slight and transitory effect. The hamo- 
globin, the number of red corpuscles, and the blood 
viscosity do not undergo appreciable modifications 
under such circumstances and transfusion has a 
less favorable result than if the circulatory collapse 
resulted from serious hemorrhage only. 

All conditions of circulatory deficiency are ac- 
companied by a certain degree of acidosis. This is 
most intense in the acute anaerobic infections. 

W. A. BRENNAN. 


Aloi, V.: Experimental Research upon Peritoneal 
Reactions to Toxins of Tuberculosis (Ricerche 
sperimentali sulla reazione peritoneale ai veleni tub- 
erculari). Riforma med., 1919, xxxv, 802. 


The author's experimental research may be divided 
into two general parts: (1) control experiments for 
Szécsi’s research on the normal peritoneal cells 
contained in the peritoneal fluid; and (2) investiga- 
tions to determine the modifications which these 
cells undergo in various pathologic conditions of 
the peritoneum with special reference to the influence 
of tuberculin. 

In his conclusions the author confines himself 
strictly to the field limited by his own experiments 
on guinea pigs. These conclusions are: 

1. The peritoneal fluid of normal guinea pigs is 
usually very poor in cellular elements. Contrary 


GENERAL SURGERY — MISCELLANEOUS 383 


to the findings of other investigators, it never con- 
tains eosinophiles. 

2. If.an inert fluid (physiological solution) or a 
toxin of tuberculosis is injected into the peritoneum 
of a healthy guinea pig there is always a peritoneal 
cellular reaction which is not to be considered as a 
specific reaction to the toxin but rather as the reply of 
the serosa to the abnormal stimulus represented by 
the injected fluid. The cellular curve of these per- 
itoneal reactions is characteristic inasmuch as it is 
represented by the prevalence of polynuclears in 
the initial ascending phase and by the paucity of 
mononuclears (large and lymphocyte) in the descend- 
ing phase. 

3. The peritoneal fluid of tuberculous guinea 
pigs is rich in cells when compared with that of nor- 
mal animals. Such cells are mostly large and small 
mononuclears. The peritoneal serosa of tubercu- 
lous guinea pigs, however, reacts most intensely to 
the introduction of fluids (physiological serum or 
tuberculin) into the peritoneum. In such cases 
tuberculin causes the most energetic reaction and 
among the tuberculins that which gives the most 
marked phenomena from the point of view of cellu- 
lar reaction is the new tuberculin. 

4. Apart from the general phenomena provoked 
by tuberculin in tuberculous guinea pigs, which 
may even amount to death, the toxins of tubercu- 
losis provoke intense polynucleosis with a large 
collection of fluid in the peritoneum, congestion of 
the serosa, and all the signs of an acute inflammation. 

W. A. BRENNAN. 


Frank, R. T.: The Influence of Pituitary Ex- 
tracts on the Genital Tract. J. Am. M. Ass., 
1910, Ixxiii, 1764. 

The author publishes the result of experiments 
undertaken to determine the effect of the anterior 
lobe of the pituitary body on the genitalia. 

Thirty-five female white rats were fed varying 
portions of different mixtures of pituitary body for 
thirty-five consecutive days. The following con- 
clusions were based on the autopsy findings: 

1. More extended experiments along these lines 
will be necessary before stimulation of the sex 
organs, or at least the female sex organs, can be 
ascribed to the use of pituitary extracts. 

2. The practice of at once applying unconfirmed 
results obtained in the laboratory to clinical cases is 
pernicious. In no field has it been done more than 
in endocrinology and if it continues unchecked, 
organotherapy will fall into disrepute both in the 
opinion of the medical profession and in that of the 
public. M. H. Hosart. 


MacCallum, W. G., Lintz, J., Vermilye, H. N., 
Leggett, T. H., and Boas, E.: The Effect of 
Pyloric Obstruction in Relation to Gastric 
Tetany. Bull. Johns Hopkin’s Hosp., 1920, xxxi, t. 


_ The subject of gastric tetany has long been of 
interest but none of the theories which have been 
advanced as to the cause of the condition is satis- 


factory. According to one, it is due to desiccation 
of the tissues, while according to another, it is the 
result of the absorption of toxic materials from the 
stagnating contents of the dilated stomach. It is 
known that if a communication is established be- 
tween the stomach and the intestine by a gastro- 
enterostomy so that the contents of the stomach 
can once more pass into the intestine, the symp- 
toms immediately disappear. 

The experiments on animals reported in this 
article were carried out to determine the nature of 
the changes produced by the pyloric obstruction. 

Tt was observed in 1909 by MacCallum that when 
the pylorus was completely obstructed and the 
stomach frequently washed out, an animal wasted 
rapidly and died in a few days, usually with violent 
convulsions which were not precisely of the same 
character as the twitchings seen in parathyroid 
tetany. 

Even at that time the authors believed that since 
nothing was absorbed from the stomach and water 
was given abundantly through the intestine, the 
older explanations offered for gastric tetany were 
faulty. The convulsions they attributed to a loss 
of hydrochloric acid in the gastric juice. Later 
experiments supported this view and they have 
since tried to work out the nature of the whole 
disturbance. 

Although from time to time they employed many 
different methods in the attempt to obstruct the 
pylorus partially or completely, they finally re- 
turned to the simplest, which consisted in cutting 
through the stomach just above the pylorus and 
closing it off with sutures so that it became a blind 
sac on the end of the cesophagus. The pyloric end 
with the duodenum was then brought into the 
abdominal wound where it was sutured. Through 
it food and water were given, but in the later experi- 
ments, in order to eliminate all intake of chlorides 
and to prevent the loss of bile and intestinal con- 
tents, this opening was closed except for a tube 
through which distilled water was introduced. The 
food which could be given in this way always con- 
tained chlorides and when it was given the symp- 
toms following pyloric obstruction appeared only 
slowly and the animal lived about a week. When 
nothing but water was given convulsions occurred 
in about forty-eight hours and death soon followed. 

The authors’ observations in one series of experi- 
ments showed that the stomach continued to lose 
chlorides for days after the operation. The excre- 
tion in the urine tended to decrease day by day. 
As later it was found that the analysis of the blood 
plasma showed the changes in the chlorides more 
directly and more precisely, these determinations 
were made every day and the stomach washings 
and excreta were no longer analyzed for chlorides. 

Since the chloride lost in the gastric juice was in 
the form of free hydrochloric acid, it seemed prob- 
able that the sodium ion would be retained in the 
circulating fluids and that the alkali reserve of the 
blood might be increased. In the next series of 
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experiments, therefore, the changes in the plasma 
chlorides, the alkali reserve as determined by Van 
Slyke’s method, and the electrical excitability of the 
nerves were studied. 

In brief, it was found that the recognizable 
chlorides in the plasma dropped rapidly, especially 
in cases in which no chlorides were given through 
the intestinal fistula. The carbon dioxide com- 
bining power rose as the chlorides decreased. 

These experiments showed that when the pylorus 
was obstructed so that the acid gastric juice was 
entirely removed and no chlorides were given in 
the food, a peculiar condition characterized by con- 
vulsions developed. This condition was not the 
same as that produced by parathyroidectomy. The 
muscular rigidity with vibrating clonic twitchings 
and extreme tachypnoea was lacking. In fact, the 
rather apathetic animal usually lay quiet until 
seized with a violent generalized convulsion which 
threw the body into extreme and rigid opisthotonos 
and was associated with attempts at vomiting and 
abundant salivation. After this the animal sank 
into a kind of coma with slow, deep respirations. 
Rapid respirations of great volume often preceded 
the onset of the convulsion. 

Another series of experiments showed that ex- 
cessive injections of sodium carbonate or bicarbonate 
solutions produced practically the same symptoms, 
twitching, convulsions, opisthotonos, etc., as are 
produced by the removal of the chlorides. The 
preponderance of the alkalics over the acids was on 
a higher plane since there was no loss of acid, but 
the relations were similar. The alterations of the 
electrical excitability and those of the alkali re- 
serve were the same in the two cases. In both. the 
increase of excitability was moderate and rather 
irregular. Sometimes it seemed not to occur, while 
in other cases it was very definite. 

The authors summarize their experimental results 
as follows: 

When the pylorus was obstructed and the gastric 
juice with its hydrochloric acid was constantly 
removed, there ensued 1 decrease in the chlorine of 
the plasma. Consequently there was an increase 

-in the alkali reserve which became extreme. 

In general, the electrical excitability of the nerves 
was heightened and there were spontaneous twitch- 
ings and in most cases violent convulsions which led 
to death. 

All of these phenomena were prevented by con- 
stantly furnishing a large supply of chlorides. It 
was less easy to cure the condition by the adminis- 
tration of chlorides. 

The convulsive movements were not exactly like 
the twitchings of the tetany of parathyroidectomy 
in which no heightened alkali reserve was found, 
but were produced by the injection of sodium car- 
bonate or bicarbonate. 

Since these convulsions were stopped or prevented 
by sodium chloride, the problem as to the fate 
of excessive base sodium and the specific need for 
the chlorine ion remains unsolved. G. E. Betsy. 


Albee, F. H.: Studies in Bone Growth. Ann. Surg., 
1920, lxxi, 32. 

The author studied the osteogenic effect produced 
by the injection of a 5 per cent solution of triple 
calcium phosphate between the ends of broken 
bones and under the periosteum of normal bone. A 
fragment of bone was removed and 1 c. c. of a 5 per 
cent solution of triple calcium phosphate in distilled 
water which had been sterilized for three days at 
60 degrees C was injected. 

Cases of fracture with loss of substance showed 
much more rapid bone growth and union when 
triple calcium phosphate was injected into the gap 
between the bone ends than the controls. 

Callus formation in cases of fracture treated with 
triple calcium phosphate extended far into the soft 
parts, apparently following the penetration of the 
solution. 

The average length of time necessary for union 
in cases of fracture treated with triple calcium 
phosphate was thirty-one days while the correspond- 
ing period in the controls was forty-two days. 

In the total series cases of fracture treated with 
triple calcium phosphate showed union eleven days 
earlier than the controls. The average number 
of days elapsing between the date of the injection 
of the solution and the first radiographic evidence 
of union was nineteen days. 

No appreciable bone growth was stimulated by an 
injection of triple calcium phosphate beneath the 
periosteum of the bone in cases in which the bone 
was not fractured. 

From these results it was evident that osteogenesis 
was stimulated by triple calcium phosphate in 
cases of fracture or, in other words, when there was 
trauma of sufficiently great severity to open up 
bone surfaces containing active bone-growing cells — 
the periosteum, the compact bone endosteum, and 
the marrow — and thereby allow the solution to 
come into intimate contact with these layers. 

‘No toxic symptoms were noted in any of the cases 
treated with triple calcium phosphate and at no 
time did the solution act as a local irritant. 

H. A. McKnicur. 


ROENTGENOLOGY AND RADIUM THERAPY 


Hyman, A. S.: Radiography in Artificial Pneumo- 
peritoneum. Med. Rec., 1920, xcvii, 100. - 


According to the author, Kelling in 1902 was the 
first to note that gas introduced into the peritoneal 
cavity would render visible under the X-ray the 
contour and size of the solid abdominal viscera. 

The usual method of procedure has been to in- 
ject the oxygen from an oxygen tank connected with 
an aspirating needle by a rubber tube. Hyman 
states that in some of the earlier cases in which he 
used this simple technique, the signs of a low-grade 
peritonitis developed. This led him to make a 
bacteriological study of the gas. He found that 
staphylococci and streptococci were present in 60 
per cent of the specimens delivered in this manner. 
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_ A. Commercial oxygen-gas tank. B. Flask containing 
liquid petrolatum. CC. Electric hot-plate. D. Mano- 
meter. E. Injecting needle. 


Accordingly, he advises filtering the oxygen through 
liquid petrolatum heated in a fask to just below the 
boiling point (590 degrees F.). The temperature 
may be maintained by placing the flask on an elec- 
tric hot-plate. The gas is then injected at a tem- 
perature between 95 and 110 degrees F. Without 
this precaution the author found that, due its ex- 
pansion, it became cooled so that at times it reached 
a temperature of 27 degrees F. If injected at this 
temperature, it might cause shock and collapse. 

The normal intra-abdominal pressure varies from 
a negative pressure of 25 mm. of water at the end of 
expiration to a positive pressure of 10 mm. at the 
end of inspiration. When the patient strains, the 
pressure increases to 200 or 250 mm. of water. In 
the quantity of gas he injects Hyman is guided by 
pressure rather than by volume. The optimum 
pressure he believes is 200 mm. of water. In small 
subjects this pressure will be obtained by a liter or 
so of the gas, while in large patients from 7 to 8 liters 
will be necessary. The pressure is controlled by a 
manometer. 

During the injection the patient lies on his back. 
In order that the gas may reach every portion of the 
peritoneal cavity after the injection is completed, he 
is told to assume first a knee-chest position and then 
the prone position. The oxygen is absorbed in about 
twenty-four hours. 

The author advocates pneumoperitoneum in all 
obscure conditions involving the liver, spleen, kid- 
neys, and uterus. The best conditions for its use 
are those in which ascites is a complication. In such 
cases the gas may be injected through the para- 
centesis opening. 

Hyman has not obtained good results from the 
use of pneumoperitoneum synchronously with the 
ingestion of an opaque meal, but he advises giving 
the barium meal first, and then injecting the gas 
after thorough catharsis. The results of the two 
procedures may then be reviewed together and will 
supplement each other. R. B. BetrMan. 


Weld, E. H.: The Toxicity of Pyelographic Media; 


Report of a Death Following the Use of 
Thorium Nitrate. J. Urol., 1910, iii, 415. 

A death following pyelography for which a solu- 
tion of thorium nitrate was used led the author to 
make a study of the toxicity of the different media 
used for pyelography. A detailed clinical history 
of the fatal case is given, together with the necropsy 
findings. 

Physiological tests of the toxicity of a 25 per cent 
solution of sodium bromide, a 25 per cent solution 
of potassium iodide, and a 15 per cent solution of 
thorium nitrate were made. These were injected 
into the femoral veins of dogs, after which the 
carotid blood pressure was noted. The intravenous 
injection of sodium bromide into four different dogs 
produced practically no effect even when 55 c.c. 
were given. Usually there was a slight increase in 
the blood pressure, but this was due possibly to an 
increase in the fluid volume. 

The injection of 2 or 3 c.c. of a 25 per cent solu- 
tion of potassium iodide caused the blood pressure 
to drop to zero and was followed by almost in- 
stantaneous death. When 50 c.c. of a 25 per cent 
solution of sodium iodide were used there was a 
very slight reaction from which the animal soon 
recovered. The toxicity of the 15 per cent solutions 
of thorium nitrate seemed to vary with the different 
ages of the solutions. Twenty-two cubic centimeters 
from Bottle A caused death; 10 c.c. from Bottle B 
caused a decided reaction which was noted in the 
blood-pressure curve; 100 c.c. from Bottle C pro- 
duced no apparent reaction; 50 c.c. from Bottle D 
caused death; and 4o c.c. from Bottle E caused 
death. The solution in Bottle A was approximately 
one year old; that in Bottle B, approximately two 
months old; and that in Bottles C, D, and E had 
just been received from the manufacturers. 

From his experimental research and clinical 
experience the author draws the following con- 
clusions: 

Potassium iodide should be used with great care 
as a medium for pyelography because of its toxicity 
and the fact that it is readily absorbed from the 
renal pelvis. Death following the use of potassium 
iodide is due very evidently to the potassium radicle 
since sodium iodide has very little effect. 

That the heart muscle is affected by the toxic 
action of thorium nitrate is shown by the fact that 
cardiac failure follows the administration of thorium 
nitrate even after section of the vagi and the ad- 
ministration of such drugs as nicotine and atropine. 
Thorium nitrate seems to vary in toxicity according 
to the age of the solution, possibly because of the 
conditions under which it is kept. 

Unfortunately, the 20 or 25 per cent solution of 
sodium or potassium iodide originally recom- 
mended often causes considerable local irritation 
when used in the renal pelvis and the bladder of 
man. 

Sodium bromide is non-toxic, cheap, easily pre- 
pared, readily accessible, non-irritating, and appar- 


i Ww 
| 


386 


ently the best medium yet brought forward. A 
20 per cent solution is advisable for pyelography, 
while a 10 or 15 per cent solution is sufficient for 
cystography. The drug should be chemically pure 
— the solution sterilized by boiling before it is 
used. 

The protocols of the experiments made are 
appended in detail. HARTUNG. 


Lee, J. M.: Radiosurgical Therapy. J. Am. Inst. 
Homeop., 1919, xii, 627. 

This paper is made up almost entirely of a de- 
scription of the author’s cases which responded to 
the application of radium. The details of the 
technique are not given. While there are several 
references to the amount of radium used, the exact 
dosage is not reported. The interesting statement 
is made that the cost of the radium used exceeded 
that of the hospital buildings and other equip- 
ment. 

Favorable results were noted in sarcoma, cancer 
of the corpus of the uterus, cancer of the uterine 
cervix, carcinoma of the lip, and carcinoma of the 
breast. Unusual results were obtained in tumors of 
the accessory sinuses, especially of the antrum of 
Highmore. A case of deciduoma malignum is 
reported in detail. 

The article is illustrated with cuts made from 
microphotographs of sections of extirpated uteri. 
These cases show degeneration of the mucosa and 
muscle fibers and the absence of malignancy. All 
of the changes were observed one month after the 
application of radium. W. A. Evans. 


Wood, F. C., and Prime, F.: The Lethal Dose of 
Roentgen Rays for Cancer Cells. J. Am. M. 
Ass., 1920, Ixxiv, 308. 


The exact quantity of X-ray treatment necessary 
to kill a cancer cell has not been determined hereto- 
fore. Knowledge of such a dose, however, is a 
fundamental condition for the intelligent treatment 
of malignant tumors with the X-ray. 

The authors made this determination in mouse 
tumors of high virulence and very constant type of 
growth. When using 85 kilovolts, 5 ma. of current 
through the tube, at 23 cm. distance, and a 3 mm. 
aluminum filter, they found that six erythema doses 
of X-ray were required to kill the cells of a mouse 
sarcoma. Carcinoma requires about 20 per cent 
more exposure than is necessary for sarcoma of a 
connective-tissue type. Lymphosarcoma is much 
more susceptible to the rays as are also the basal- 
cell epitheliomata. These figures represent the 
— dosage for a tumor on the surface of the 

y. 

At a depth of 2 cm., 19 per cent more X-ray is 
required; at a depth of 5 cm., 47 per cent more; 
and at a depth of 10 cm., 65 per cent more. In 
other words, it is impossible to kill all the cells of a 
tumor lying 7 cm. below the surface without expos- 
ing the patient to some fourteen erythema doses at 
a single sitting. This is manifestly impossible as he 
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would probably not survive such an extraordinary 
amount of radiation. Just how long an exposure 
can be given depends upon the patient’s resistance, 
the amount of cachexia, and the position of the 
tumor. Only in rare instances is it possible to give 
a killing dose to a new growth in a human being. 
If a tumor is more susceptible than a rapidly grow- 
ing carcinoma or sarcoma it will be within the reach 
of cure; otherwise, the best than can be hoped for 
is the destruction of a certain portion of the growth 
so as to keep it under control for a certain period of 
time. 

Normal connective tissue cells when rapidly grow- 
ing require about the same dose as that required by 
sarcoma cells. Hence the difference in susceptibility 
of tumors and of normal tissues which has been 
noted is in many instances dependent only on the 
growth rate and not on a specific differential sen- 
sitiveness of the tumor. One-fourth of the dose 
of X-ray given for four times the usual exposure is 
just as effective as the full dose. 


INDUSTRIAL SURGERY 


Sever, J. W.: Disability Following Back Injuries. 
J. Orthop. Surg., 1919, i, 657, 743- 


The author calls attention to the unnecessarily 
long periods of disability following injuries to the 
back and concludes that they are often due to in- 
adequate care due to improper diagnosis. 

The 134 cases reported were referred to Sever as 
an impartial examiner. The average length of dis- 
ability was eight months; that is, e‘’ght months 
elapsed between the acc’dent and the time he made 
the first examination. In a number of instances the 
patient had been working some time before the 
examination and this would, of course, reduce the 
time of actual disability. 

The causes of the injuries were: (1) falls, 61 
cases; (2) direct violence to the back, 31 cases; and 
(3) lifting, 42 cases. In the first two groups there 
were 31 fractures many of which were not recognized 
for some time. 

The author analyzes the treatment given, classing 
it as adequate in 40 cases and inadequate in 55 cases. 
Thirty-nine patients received either no treatment or 
treatment that was poor. 

From the detailed table of cases it would appear 
that the periods of disability were shorter when the 
treatment was inadequate than when it was ade- 
quate. This is accounted for, however, by the fact 
that, as stated, the term ‘period of disability” 
means merely the period between ‘the time of the 
accident and the time of the examination. Naturally 
the cases adequately cared for would not be seen 
so early by an impartial examiner for the adjust- 
ment of claims. 

Reference is made to the mental element in these 
cases. In the records of 18 cases in Class 2 in which 
the spine was fractured is some such note as ‘‘no 
disability,” “traumatic hysteria,’ ‘no disability; 
disinclined to work.” 
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The author discusses also the relition of hyper- 
trophic arthritis to injury of the spine and states 
that industrial boards in general are of the opinion 
that hypertrophic arthritis may be aggravated by 
spinal injury. Another subject considered is the 
treatment of fracture of the spine. 

BEVERiIDGE Moore. 


HOSPITALS; MEDICAL EDUCATION AND 
HISTORY 


Gibson, C. L.: An Analysis of the Results of Six 
Years’ Follow-Up System in a Hospital 
Surgical Service. Ann. Surg., 1919, xx, 661. 


This paper records an exhaustive study of the end- 
results of more than 7,000 operations. Most of the 
patients were told to return three months after oper- 
ation, were written to for information, or were fol- 
lowed up by a social service department. The re- 
sults were classified as good, average, and bad. 

The conditions in which operation gave good re- 
sults were malformations; varicose veins; hyper- 
trophy of the tonsils; hemorrhoids; tuberculosis of 
the kidneys (15 cases with not a single death and 
most gratifying results); acute appendicitis (782 
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cases with 34 deaths which probably were due to the 
fact that treatment was delayed); hernie (femoral, 
53 cases, 1 death; inguinal, 847 cases, 2 deaths); 
extra-uterine pregnancy (51 cases, 2 deaths) ; chronic 
salpingitis (211 cases, 5 deaths); benign tumors of 
the breast and uterus; nephrolithiasis; abscess of 
the kidney; and fractures. 

Average results were obtained in cholelithiasis and 
cholecystitis (179 operations, 12 deaths; cholecys- 
tectomy the operation of choice); pancreatitis (6 
recoveries, 3 deaths); exophthalmic goiter; strangu- 
lated inguinal hernia (41 cases, 6 deaths); umbilical 
herniz (74 cases, 12 deaths) ; tuberculous peritonitis; 
acute salpingitis (operation in these cases, however, 
is not recommended); and displacements of the 
uterus. 

Poor results were obtained in ulcer of the stomach 
and duodenum (8.5 per cent mortality; the author 
believes that gastro-enterostomy is the method of 
choice); cirrhosis of the liver (5 cases, 3 deaths); 
chronic appendicitis (30 per cent of 552 operations 
gave unsatisfactory results); typhoid perforation 
(all of the patients died); tuberculous adenitis; 
prostatic hypertrophy; and malignant tumors. 

Louis HANDELMAN, 
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GYNECOLOGY 


UTERUS 


Uterine Sterility and Its Treatment 
J. de 


Coudert, E.: 
(Sur la stérilité uterine et son traitement). 
mel. el chir. prat., 1919, XC, 903. 

In uterine sterility the principal réle is played by 
infection, especially gonorrhceal infection. The 
gonococcus is the agent responsible in at least half 
of the cases for the anatomical disorders preventing 
conception, and this fact should be borne in mind 
by the practitioner when consulted by a woman 
regarding sterility. The importance of flexions, 
deviation, kinks, and stenosis has been greatly 
exaggerated as such disorders are infinitely less 
harmful than gonorrhceal infections, and the 
sterility in such cases is due rather to the con- 
comitant inflammatory metritis than to the me- 
chanical defects. 

Well-applied medical treatment gives far better 
results than are obtained from the numerous cor- 
rective surgical operations done with little or no 
indications, but no formal assurance should be given 
the sterile woman that conception will be possible 
after any form of treatment. The antiseptic 
vaginal injections which most women believe 
necessary after coitus should be discontinued and 
warm alkaline injections should be used before 
coitus. General hygienic measures with special 
attention to such conditions as arthritis or anemia, 
and opotherapy, if indicted, should form the basis 
of the treatment. Resort should be had to artificial 
impregnation only when all other measures have 
failed. W. A. BRENNAN. 


Gilberti, P.: The Surgical Treatment of Uterine 
Displacements and Genital Prolapse (Osser- 
vazioni a contributo del trattamento chirurgico delle 
deviazioni dell’utero e del prolasso genitale). Poli- 
clin., Roma, 1919, xxvi, sez. chir., 288. 


In Gilberti’s opinion surgical measures con 
stitute the only rational treatment of uterine devia- 
tion and genital prolapse. The use of the pessary 
should be absolutely discarded. 

Uterine deviation he treats by ventrofixation 
according to the method of Olshausen. 

In cases of prolapse four different types may bé 
distinguished each of which requires a different type 
of treatment. 

1. False prolapse due to simple hypertrophic 
elongation of the inferior and subvaginal portion of 
the cervix. Treatment: Amputation of the cervix 
according to the Simon method. 

2. Vaginal prolapse. Treatment: Anterior col- 
porrhaphy and colpoperineoplasty according to 
Hegar’s technique. 

3. Vaginal and uterine prolapse. ‘Treatment: 
The Proust colpoperineoplasty and hysteropexy or 


the Schwartz hysteropexy alone if there are no 
perineal lesions. 

4. Complete and chronic descent of the vagina 
and uterus. Treatment: Vaginal hysterectomy. 

In executing the Proust colpoperineoplasty and 
hysteropexy an interval of twenty days should 
elapse between the two operations. The Schwartz 
method of hysteropexy, although very complicated, 
is very beneficial and though not so simple and 
rapid as Olshausen’s method, is more certain in its 
results. It has also had the added advantage in the 
fact that it permits subsequent pregnancies. 

W. A. BRENNAN. 


Luque: The Surgical Treatment of Prolapse of 
the Uterus and Wertheim’s New Method 
(El tratamiento qGirurgico del prolapso uterino 
y el nuevo procedimiento de Wertheim). Med. 
Ibera, 19109, ili, 97. 

The fact that the surgical procedures proposed for 
the treatment of prolapse of the uterus are almost 
innumerable is proof that the results obtained are 
unsatisfactory. 

A number of the operations deal with supporting 
agents, some with the uterus itself, but the greatest 
number with the urogenital diaphragm. From this 
fact may be deduced the great importance of the 
perineum as an etiological factor in the descent of. 
the uterus. Total extirpation of the uterus the 
author rejects entirely, but the partial hysterectomy 
of Landau he believes has given excellent results. 
The most simple procedure in cases which are not 
severe is anterior colporrhaphy followed by colpo- 
perinorrhaphy. Ifthe descent of the uterus is at all 
pronounced however, more complicated procedures 
must be employed. Among these the author mentions 
the Alquie-Alexander-Adams operation, abdominal 
hysteropexy, and vaginohysteropexy. He makes 
special mention of the abdominal hysteropexy of 
Rumm which is valuable in cases in which pregnancy 
is a possibility. 

In many cases of prolapse of the uterus in which 
the cervix has become elongated the cervix has been 
amputated to diminish the weight. The results have 
generally been unsatisfactory, however, because the 
weight of the cervix is of no consequence in compar- 
ison with the force represented by the abdominal 
pressure which is the real element to be considered 
in this condition. 

Another group of procedures utilize the uterus it- 
self as a tampon for the ‘‘hiatus genitalis.’’ This 
corrects the displacement of the uterus and prevents 
the formation of a new prolapse by reinforcing the 
perineal floor. Occlusion procedures similar to 
Freud's are those of Fritsch, Schauta, and Wert- 
heim. The last two are much alike and by their 
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ample luxation of the uterus prevent a recurrence of 
cystocele as the bladder rests upon the posterior sur- 
face of the uterus and is thus maintained in complete 
reduction. However, if in these operations the cer- 
vix later becomes elongated it takes the direction of 
the axis of the vagina and the elongation may be so 
pronounced that the cervix appears between the 
labia. It is to avoid this sequel that Wertheim has 
devised his new operation which Luque describes in 
detail with diagrams illustrating the various steps. 
M. M. Matrutes. 


Brady, L.: A Myoma of the Uterus Showing Un- 
usual Degenerative Changes. Bull. Johns Hop- 
kins Hosp., 1920, xxxi, 25. 

Brady describes the case of a woman, aged 43, 
who entered the hospital in May, 1919, with an 
abdominal tumor. The patient’s family and per- 
sonal history were entirely negative. Menstruation 
had begun at 16 and the periods lasted from three to 
five days. There had always been a moderate de- 
gree of dysmenorrhoea. During the last ten years 
this had constantly increased and for six months 
previous to the patient’s admission to the hospital 
she had had a moderate yellowish vaginal dis- 
charge. There had been no history of intermen- 
strual bleeding, no urinary symptoms, and no loss 
of weight. 

The general physical examination was entirely 
negative. On pelvic examination, the external 
genitalia were found to be normal. The urethra 
contained no pus, but a moderate amount of yellow- 
ish vaginal discharge. The cervix was high in the 
vault, firm, pointed forward, and slightly lacerated. 
The fundus was about twice the normal size, irregu- 
lar in outline, and tightly fixed in the pelvi:. The 
adnexa could not be felt. The pre-operative diag- 
nosis was myomata uteri. The uterus, appendix, 
right tube, and right ovary were removed. 

The specimens examined consisted of the right 
tube and ovary and the uterus to which a large cyst 
was attached. The tube was 8 cm. long. Around it 
were many adhesions, but its lumen was patent. On 
microscopic examination no pathologic changes were 
observed. The ovary measured 4 by 2 by 1.5 cm. 
and contained a small hemorrhagic cyst. The 
microscopic picture showed a corpus luteum cyst 
but was otherwise negative. The uterus with the 
large cyst attached measured 9 by 14 by 6 cm. 
After the uterine canal was opened the endometrium 
was seen to have a yellowish tinge. Sections from 
several portions of the uterus showed a general 
myomatous condition with considerable variation 
in the number of cells. Nowhere, however, was 
there any sign of malignancy. The cyst extending 
out into the right broad ligament was multilocular, 
heart-shaped, and of a bluish color. It extended 
downward from the lower surface of the uterus. 

On the inner and lower side of the cyst, about 2 
cm. from the external os of the uterus, was dn open- 
ing about 2 cm. in diameter. A small probe having 
been introduced into this opening, a definite canal 


389 


was dissected out. This tube, which extended up- 
ward from the lateral wall of the vagina along the 
cystic tumor and then upward to the broad liga- 


. Ment, was in exactly the location which would be 


occupied by the embryonic remains of Gartner's 
duct. If it was the remains of Gartner’s duct, the 
specimen was especially interesting because here 
there was an opening of considerable diameter and a 
tube of uniform caliber, whereas in the majority of 
such cases reported the opening was much smaller 
and the lumen of varied size, being dilated in some 
portions and contracted in others. 

The cyst was opened through the anterior mass 
and a considerable amount of fiuid was evacuated. 
Sections proved the cyst to be a myoma showing 
degenerative changes. There was marked hyaliniza- 
tion, the hyaline being deposited especially around 
the blood vessels. In numerous areas only the 
shadows of smooth muscle could be made out, while 
in the high-power field only a few deeply stained 
nuclei were seen. Brady found it hard to convince 
himself that he was not dealing with embryonic or 
fully developed cartilage for the heavily stained 
nuclei occupying clefts resembling lacunae were 
strongly suggestive of cartilage cells.- The clefts 
and the grouping of the nuclei however, were known 
to be caused by the contraction of the smooth 
muscle fibers as they underwent degeneration. 

G. E. 


Matthews, A. A.: Surgery Versus Radium or the 
X-Ray in the Treatment of Uterine Fibroids. 
Northwest Med., 1920, xix, 15. 


The author reports the results of 100 consecutive 
hysterectomies done at St. Luke’s Hospital, Spo- 
kane, Washington. In 56 cases the operation was 
performed for fibroids, in 21 for carcinoma, in 10 for 
prolapsus, in 10 for hemorrhagic conditions due to 
causes other than fibroids or cancer, in 2 for hyper- 
trophy of the uterus, and in 1 for uterine abscess. 
The abscess contained about a pint of pus which had 
dissected the mucous membrane from the uterus 
posteriorly and on its upper walls. Before opera- 
tion it was believed to be a growth. In 29 of the 100 
cases other operative work was done at the same time 
as the hysterectomy. 

There were only 3 deaths and all of them occurred 
in cases of cancer in which a Wertheim hysterectomy 
was done. Two of the patients died from shock 
eight and twelve hours following the operation, and 
the third from suppression of urine. In the case of 
one of the patients who died from shock it had been 
necessary to remove the fundus of the bladder and 
transplant one of the ureters. 

Uterine fibroids should be treated by myomec- 
tomy rather than by hysterectomy or with radium 
or the X-ray. When radiotherapy is used in such 
cases the functions of the uterus are lost and the 
ovarian function, which it is most important to re- 
tain, is destroyed. The roentgen-ray and radium 
should be considered only in conditions in which 
there are serious heart, renal, or pulmonary compli- 
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cations and for extremely weak patients who can- 
not stand the physical shock of an operation. In 
all other instances surgery is indicated. 

Epwarp L. CornELL. 


Taylor, H. C.: The Treatment of Cancer of the 
Uterus. JN. York State J. M., 1920, xx, 8. 


From a study of vital statistics, Taylor estimates 
that in the State of New York there are annually 
over 1,100 deaths from cancer of the uterus, that 
these cases constitute one-quarter of the deaths from 
cancer among females, that about 1 woman in 
32 past the age of 4o dies of cancer of the uterus, 
and that if a woman become: a victim of this disease 
she has about one chance in fifty of escaping death 
from it. 

The treatment of cancer of the uterus is con- 
sidered under four headings: (1) publicity and 
education, (2) prophylaxis, (3) treatment of operable 
cases, and (4) treatment of inoperable cases. 


PUBLICITY AND EDUCATION 


A few years ago the American Society for the 
Control of Cancer was organized for the purpose 
of educating the public regarding cancer in general. 
It teaches the public that cancer is not contagious, 
that it is practically not hereditary, and that in 
many cases it is curable, but only if taken in its 
early stage. 

Specifically in regard to cancer of the uterus, 
women are taught only that any increase in the 
menstruation or any change in the discharge, par- 
ticularly after the age of 35, demands attention 
from a competent physician and the only way a 
physician can determine whether or not a malignant 
' condition is present is by direct examination. 

There is nothing that would do more to reduce 
the mortality from cancer of the uterus than to 
impress upon the women of every community the 
significance of the two symptoms mentioned and 
upon physicians their responsibility if they neglect 
to give to a patient complaining of these symptoms 
the benefit of proper examination and treatment. 


PROPHYLAXIS 


It may be strange to speak of the prophylaxis 
of cancer of the uterus, but the expression is correct 
as there is no doubt that cancer of the uterus can 
be prevented. Statistics show that cancer of the 
cervix is rare in women who have had neither chil- 
dren nor miscarriages, that is, who have had no 
injury to the cervix. We know from many examples 
that cancer in other parts of the body is associated 
with chronic irritation. Cancer frequently develops 
in a scar that is subject to constant irritation and in 
an unhealed sore, but is infrequent in a scar that is 
well he led and is not irritated. These facts proxi- 
mate the cause of cancer of the cervix and indicate 
the way in which it may be prevented. The un- 
healed or eroded cervix should be converted into a 
healed cervix without erosions, preferably by ampu- 
tation. A condition of the cervix that would 
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indicate an operation in a woman of 45 would not 
necessarily necessitate an operation in a woman of 
25. 

Most cases of unhealed lacerations or erosions of 
the cervix cause symptoms, and the local condition 
of most patients would be improved if these lacera- 
tions or erosions were properly repaired. There is, 
therefore, a double reason for advising operation 
in every case of disease of the uterine cervix in 
women who have finished bearing children. The 
patient will be in better health on account of the 
cervical repair and the possibility of cancer of the 
cervix will be greatly diminished. It is easier to 
prevent cancer of the cervix than to cure it. The 
cure of a diseased cervix, that is, the removal of a 
source of constant irritation, is a second and im- 
portant factor in the reduction of the mortality from 
cancer of the uterus. 


TREATMENT OF OPERABLE CASES 


The definition of an operable case of cancer is 
frequently changed. A few years ago, before 
radium was in common use, Many cases were con- 
sidered operable that would now be placed in the 
inoperable class. Formerly it was known that if a 
case was not operated on there was no hope and 
therefore surgeons were led to operate in many 
instances when the chance of cure was comparatively 
small and the risk of the operation correspondingly 
great. With the use of radium, a case is not neces- 
sarily hopeless without operation, and even if the 
condition is not permanently cured life may be pro- 
longed and the patient made more comfortable. 

The use of radium, however, has developed 
another class of cases, that is, cases which were 
inoperable before treatment but as a result of the 
use of radium have become operable. 

In the treatment of operable cases, i. e., cases in 
which the growth is limited to the uterus with 
possibly a limited superficial involvement of the 
vaginal walls, the author believes a combination of 
radium and operation offers the greatest hope of a 
permanent cure. It is his custom in such cases to 
make an application of radium, usually 100 milli- 
grams for twenty-four hours, and then after waiting 
a week to allow the possible reaction from the 
radium to subside, to perform such an abdominal 
hysterectomy as is indicated. If the case is favor- 
able, he does a radical abdominal hysterectomy with 
isolation of the ureters and removal of the pelvic 
connective tissue as far as possible. If the case is 
more difficult on account of a thick abdominal 
wall or any concurrent constitutional disease, he is 
satisfied with a simple hysterectomy. 

It has been stated that after the use of radium 
a hysterectomy is more difficult on account of the 
increased danger of hemorrhage and the absence 
of the usual planes of cleavage. In the author’s 
opinion, however, the increased difficulty is not 
sufficient to contra-indicate an operation. There 
may be some increased bleeding, but in no case was 
it hard to control. There is usually some oedema 
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about the bladder fold and at the bases of the broad 
ligaments, but this has never interfered materially 
with the operation in any of the author's cases nor 
with the subsequent healing of the wound. In one 
case the application of radium was followed by a 
marked febrile reaction and the operation was not 
performed until a month later. It was then done with- 
out any great difficulty. Following the operation 
and previous to the patient’s discharge from the 
hospital at the end of three or four weeks, the author 
applies radium to the top of the vagina. He has 
followed this method in 12 cases without one death. 


TREATMENT OF INOPERABLE CASES 


Some cases of cancer are so advanced when first 
seen that it would be folly to do anything except 
give morphine for the relief of pain and discomfort 
and proper douches for cleanliness. In these cases 
the possibility of causing irritation to the bladder 
or rectum is such that the patients are more com- 
fortable without any local application of radium. 
Excluding these hopeless cases, however, there has 
been nothing in the author's experience that has 
produced the favorable results obtained with 
radium in the treatment of inoperable cancer of the 
cervix. He prefers it to the cautery because it may 
be applied without an anesthetic and with practi- 
cally no discomfort, it requires but a short stay in 
the hospital, and its results are often striking. 

In some instances the patients apparently cured 
by the use of radium are in reality not cured. 
Theoretically, it would seem that some of these 
might be saved by a hysterectomy. Therefore, if a 
case is a good operable risk, that is, if there is no 
constitutional contra-indication and the patient is 
not too fat, it is the author’s custom to do a simple 
hysterectomy or a modified radical operation. 

C. H. Davis. 


Zimmermann, V. L.: Cautery Methods in the 
Treatment of Uterine Cancer. N. York Stale 
J. M., 1920, xx, 11. 

In cases of aden>carcinoma beginning in the 
cervical canal and causing general enlargement of 
the portio vaginalis, the author believes that the 
original high cautery amputation of Byrne will give 
a much greater percentage of cures than any form of 
extirpation and will greatly reduce the primary 
mortality. 

The difficult problems of uterine cancer are en- 
countered in the growths in the cervix. Cancer of 
the body of the uterus is of slow growth and tends to 
localization and delay in metastasis, while glandular 
growths near the juncture of the cervix and the 
body are insidious in their onset, difficult to diagnose 
early, rapid in their spread to vital organs, and 
deadly in their metastasis to other viscera. 

In deciding upon what constitutes the dividing 
line between the operable cases and the hopeless 
conditions in which only palliation is possible great 
difficulties are encountered. Recently the use of the 
cautery and heat methods has been placed upon a 
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more scientific basis by studies of the effects of 
various degrees of heat upon cancer cells made by 
Clowes, Loeb, Haaland, Lambert, and others, but 
the employment of cautery methods at once sug- 
gests inoperability and palliation. Although Byrne 
relieved symptoms and prolonged life in compar- 
ative comfort in advanced cases, he has a claim to 
recognition because of a much more important 
achievement, i.e., that of devising a distinct curative 
galvanocautery operation for the early case of 
cancer of the cervix. - 

The technique of the Byrne operation can be 
modified somewhat today by reason of the fact that 
it is now possible to obtain the electricity from the 
street current by means of a proper transformer. 
This does away with the rather untrustworthy 
battery which took up so much of Byrne's time and 
experimentation. Suitable specula must be at hand 
to expose the parts. Water-cooled specula are not 
applicable te this operation in which a part is 
removed as they prevent the descent of the uterus. 
Byrne used an ingenious speculum of his own but it 
never gave equal satisfaction in other hands. Zim- 
mermann uses the ordinary weighted speculum or a 
wide Sims speculum held by an assistant. To re- 
tract and protect the bladder a Jackson speculum is 
probably the best. Other suitable retractors should 
also be at hand to draw away the lateral vaginal 
walls. 

If the vaginal outlet is small a Schuchardt incision 
may be made to allow a better exposure of the 
vagina and cervix. In a case of early involvement, 
the cervix is seized with the diverging volsellum 
forceps passed well up the cervical canal. The 
cautery knife is then placed upon the cervix at a 
short distance from the bladder insertion and the 
heat applied slowly. Byrne laid great stress upon the 
necessity for turning the heat on gradually after the 
knife has been applied cold. The incision is then 
carried through the mucous membrane all around the 
cervix, care being taken not to make traction upon 
the cervix until the knife has penetrated the sub- 
mucous structures in order that injury to the blad- 
der and rectum may be avoided. It is a mistake to 
make the incision and attempt to dissect off the 
bladder as in an ordinary vaginal hysterectomy as 
this causes free bleeding which defeats the object of 
the operation. Care must be taken to keep the knife 
at a dull cherry-red heat for if it becomes too hot 
free bleeding will take place. More time is required 
to cut through the tissues with a low heat, but the 
incision will be bloodless. As soon as the submucous 
tissue of the cervix is reached, gradual and firm 
traction is made upon the tenaculum in the canal, 
the point of the knife being directed inward toward 
the internal os. In this way, by slowly pressing 
the cherry-red knife inward, searing well the cut 
surface with the flat body of the knife and making 
firm and steady traction upon the grasping forceps, 
it is possible to complete the amputation well above 
the level of the internal os, leaving only a part of 
the body and fundus. 
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As a result of the application of heat it will be 
found that the cervix attached to the tenaculum 
has shrunk from its original size to insignificant 
proportions. The cavity thus formed should be 
again gone over with the dome-shaped cautery until 
it is thoroughly charred and roasted. This very im- 
portant point was greatly emphasized by Byrne, 
and Zimmermann agrees with Percy that the good 
results obtained with the method were probably 
due as much to this roasting as to the removal of 
the diseased part. The carbonization prevents the 
dissemination of heat far enough to destroy the 
vital tissues of the ureters and bladder, but permits 
it to extend a sufficient distance to kill any cancer 
cells present in the parametrium and to seal effectu- 
ally the cancer-carrying lymphatics. 

If the operation has been patiently done with a 
low degree of heat, it should be bloodless. Fre- 
quently in the attempt to make a detour of the 
cancerous posterior lip the cul-de-sac of Douglas is 
opened. This need not be a cause for alarm as 
Zimmermann has never seen any harm come of it. 
When it occurs, the head of the table should be 
lowered, the intestines held back with a small 
laparotomy pad, and the operation continued. 

The technique described is applicable to all early 
cases of uterine cancer but if the uterus has lost its 
mobility to any great degree, if the cautery knife 
cannot be inserted outside the bladder line in the 
cervix on account of the advancement of the disease, 
the case is not suitable in any way for the Byrne 
method. 

The faults of the operation are these: 

In women not beyond the menopause the con- 
traction of the scar following the burning away of 
the cervix may result in a stenosis causing dys- 
menorrhcea or hematometra. The method has a 
great disadvantage also in that it destroys the cer- 
vix and microscopic examination is therefore im- 
possible. When Byrne published his well-known 
and remarkable statistics, they at once brought a 
storm about his head and he was harshly criticised 
principally on the ground that in most instances his 
_cases lacked microscopic verification of malignancy. 
His evidence had been destroyed. Shoemaker re- 
marks that the absence of the traumatism necessary 
to obtain a specimen for preliminary diagnosis was 
probably a considerable factor in the freedom from 
recurrence in Byrne’s cases. 

One of the most consistent believers in the cautery 
technique in cases of cancer of the uterus was Werder 
of Pittsburgh. Werder adapted the method of 
Byrne with the addition of an abdominal hysterec- 
tomy by means of Downes’ clamps. This is a 
radical but a comparatively safe operation for can- 
cer of the cervix and was called by its originator 
‘igni-extirpation of the uterus.” Werder probably 
operated upon more cases and presented better 
statistical results than any advocate of the cautery 
since Byrne. His method gave such good results in 
cancer of the cervix that it merits the following 

brief description: 
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A high amputation of the cervix is done with a 
cautery knife according to the method of Byrne, 
particular attention being paid to roasting the bases 
of the broad ligaments which must be thoroughly 
cooked and perfectly dry. Next, the abdomen is 
opened by a long incision. After the infundibulo- 
pelvic and broad ligaments are tied off and the 
attachments of the bladder to the uterus have been 
separated, the operation is completed by the use of 
the electrothermic clamps. These clamps are placed 
on the broad and sacro-uterine ligaments and the 
heat is turned on until the tissues between the blades 
are thoroughly cooked to a thin white ribbon. This 
is then cut and the remaining supracervical por- 
tion of the uterus removed. 

The success of Werder’s operation Zimmermann 
considers the best proof of the soundness of Byrne’s 
ideas and due in great measure to the work done 
on the cervix according to Byrne’s original method. 
Werder’s results when he simply severed the vaginal 
attachments of the cervix with the cautery and 
removed the uterus and adnexa en masse were not so 
good as he then did not get the thorough roasting 
and heating of the parametrium at the cervico- 
corporeal juncture which is obtained by the Byrne 
technique. Werder himself called attention to the 
importance of this step which destroys the parame- 
trium, the principal cancer-carrying structure and 
Wertheim repeatedly stated that it is more impor- 
tant to remove the parametrium than the pelvic 
lymph glands. So in cautery amputation, or igni- 
hysterectomy, it is of most importance to cook and 
seal the parametrial tissues at the broad liga- 
ment bases. For the upper part of the broad liga- 
ments heat methods are of relatively small value. 
That an open abdomen insures accuracy during 
vaginal manipulation is not to be denied, but it 
adds to the element of shock and increases the 
danger of peritonitis, both of which the original 
operation was devised to eliminate. 

In the treatment of advanced cases of uterine 
cancer heat had been used long before Byrne’s time. 
This palliative operation as practised by Byrne has 
been greatly enlarged in its scope and made more 
radical in its application by Boldt. According to 
Boldt’s method the cancerous area is removed with 
a sharp curette, the surface is dried with a styptic 
pack, the abdominal cavity is opened, and when- 
ever feasible the internal iliac, uterine, and ovarian 
vessels are ligated. The gauze is then removed from 
the vagina and cauterization is done through a 
suitable water-cooled speculum with the cautery 
point at white heat. The cautery is guided and 
directed through the open abdomen by either the 
operator or the assistant. After the eschar has been 
thrown off and the discharge lessened, a low degree of 
heat is sometimes applied for a short time. 

If this method is used before the patient has 
become too much weakened by septic absorption and 
is repeated as frequently as the symptoms demand, 
Zimmermann believes it will prove as effective in 
retarding the growth of advanced cancer as the 
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long-continued application of low heat recom- 
mended by Percy, if not more effective. Moreover, 
the attendant dangers are not so great, either as 
regards mortality or the formation of fistule in the 
ureters, the bladder, or the rectum. C. H. Davis. 


Heyman, J.: The Results of Radium Treatment 
of Uterine Cancer (Erfolge der Radium-Behand- 
lung von Gebaermutterkrebs). XJIJ Versamml. 
nord. chir. Ver., Christiania, 1919, July. 


Heyman’s report includes cases of uterine car- 
cinoma treated with radium during the year 1914-15 
and hence observed for a period of five years. 

Twenty-six patients were treated in 1914. In 
July, 1919, 7 of these were clinically cured, 17 had 

ied of cancer, and 2 had died of some intercurrent 
disease. 

In 1915, 40 patients were treated. Of these, 11 
were clinically cured in July, 1919 (1 was 
after a prior radium treatment, but was operated 
upon later because of recurrence), and the remainder 
had either died or could not be traced. 

The success of the radium treatment—cures 
amounting to 26.9 percent after five years — there- 
fore exceeds that of surgical operation which gives 
an average of absolute cures amounting to 20 per cent. 

The large number of recoveries in 1914 and the 
almost equal number of successful results in 1915 
cannot be regarded as a mere coincidence. Of the 
total number of 66 cases, 85 per cent were inoperable. 

W. A. BRENNAN. 


Late Results in the Radium 
J. Am. 


Ransohoff, J. L.: 
Treatment of Cancer of the Uterus. 
M. Ass., 1920, Ixxiv, 163. 

Nineteen per cent of the patients treated with 
radium have remained free from recurrence for 
from two and one-half to five and one-half years; 
1 patient for five and one-half years, 2 patients for 
over four years, 1 patient for three years, and 1 for 
two and one-half years. In the last case, however, 
the time which has elapsed since the treatment 
may be too short to warrant the assumption that a 
cure has been obtained. This percentage of cure 
seems small, but it compares favorably with that 
following operation. Deducting the 8 cases in which 
the treatment was incomplete raises it to 25 per 
cent. 

Of the remaining 26 patients some have died of 
the disease, some have a recurrence at the present 
time, and others cannot be traced. 

The author has definitely given up both curettage 
and cauterization as preliminaries to radium treat- 
ment. 

If cases were chosen for radium treatment with 
the same care used when they are chosen for 
operation, Ransohoff feels confident that the per- 
centage of cures would be very large. This, how- 
ever, is not the function of the radium workers. 
Radium workers should give an opportunity for re- 
lief to every person who seeks treatment. There is 
scarcely any case so far advanced that some im- 
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provement may not be obtained. In this work the 
observer strives, not for statistics, but to give every 
patient a chance for at least amelioration of the 
symptoms, 

The results of the 32 cases reported, in which 
a cure was obtained in 19 per cent, are contrasted 
with the Jacobson statistics in which the cures 
amounted to only 11 per cent. Attention is directed 
also to the fact that there was no fatality in the 
author’s series while in cases treated by the radical 
operation the mortality reaches 18.25 per cent. In 
the use of radium the time the patient must remain 
in the hospital is shortened by weeks and post- 
operative suffering and its sequela are avoided. 
Radium treatment should entirely supplant opera- 
tion, in the treatment of both inoperable and 
operable cases of cancer of the cervix. 

Epwarp L, Cornett. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Fogt, M.: Hzmatosalpinx Due to Congenital Mal- 
formation (L’hématosalpinx par malformation 
congénitale). Ann. de gynéc. et d’obst., 1919, Ixxii, 
551. 


Hematosalpinx due to congenital malformation 
is a variety of hematosalpinx located in a tube of an 
aberrant rudimentary uterus. The malformation 
has two principal characteristics: (1) a unicornate 
uterus; (2) a uterine cornua representing a muel- 
lerian duct which was arrested in its development. 
The uterus is usually normal except for the lack of 
one horn. Therefore in such cases a normal fal- 
lopian tube is attached to an aberrant uterine 
cornua. 

Among the conditions which may be associated 
with such an aberrant uterus is hematometra and 
voluminous hematosalpinx. A search of the litera- 
ture over a period of more than forty years reveals 
only 55 cases, and in only 14 of these was the hem- 
atosalpinx sufficiently marked to form the principal 
tumor. 

The author gives the clinical histories of 2 recent 
cases, one of which he treated himself. 

The various findings reported in the literature 
regarding cases of this type are summed up as 
follows: 

1. Examination by palpation or vaginal and 
rectal exploration does not reveal the nature and 
situation of the pelvic tumor. 

2. The statistics given by the literature (1876- 
1919) show 55 cases of rudimentary accessory 
uterus in which the condition was discovered by 
clinical examination. In 13 cases there was a 
voluminous hematosalpinx; in 31 cases, hem- 
atometra without appreciable hematosalpinx; and 
in 3 cases, pyosalpinx with hematometra. 

3. The condition is rarely diagnosed clinically 
and a laparotomy is done for a pelvic tumor be- 
lieved to be uterine or adnexal. 

The treatment consists in ablation of the ham- 
atosalpinx, the corresponding ovary, and the rudi- 
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mentary uterus. The normal uterus and appendages 
should be preserved. 

In the author's opinion the cause of the anatomi- 
cal anomaly is coalescence of the two muellerian 
ducts which normally form the uterus. The hem- 
atosalpinx is formed by the accumulation in the 
tube of the menstrual blood from the mucosa of the 
rudimentary horn. W. A. BRENNAN. 


Cantoni, V.: Some Inflammatory Adnexopelvic 
Lesions Due to Influenza (Di talune lesioni 
infiammatorie annessio-pelviche da influenza). Ann. 
di ostet. e ginec., 1919, xl, 217. 

The author reports 12 cases of adnexopelvic disease 
following influenza which he observed among many 
cases of disturbances of the genito-urinary tract fol- 
lowing the epidemic of 1918-19. The clinical histo- 
ries of these cases did not reveal any cause other 
than the influenza. The diagnosis was either adnex- 
itis or pelvic peritonitis. In 7 cases there had been a 
prior bronchopneumonia, and in the remaining 5, a 
diffuse bronchitis. 

In 2 cases the adnexitis was slight. In the others 
it was more severe, in some instances a decided tume- 
faction being present. In 3 cases the process had 
penetrated the pelvic serosa and set up a pelvic 
peritonitis. 

The author recalls that following the epidemic of 
1890 Gottschalk reported similar cases. He is con- 
fident that in his own there was a distinct relation 
between the influenza and the genital lesions as up 
to the time of the epidemic the patients had been 
in perfect health. 

In 3 of the cases a bacteriological examination was 
made of material obtained by pu cture. Numerous 
diplococci identified as Fraenkel’s diplococcus were 
found. Certain bacterial forms which did not take 
the stain well could not be identified. The discovery 
of the Fraenkel diplococcus suggests that the same 
bacterium which caused the pulmonary congestion 
later exerted its action on the genital tract. The 
adnexopelvic lesions, therefore, may be classed as 
secondary. W. A. BRENNAN.. 


Graves, W. P.: Ovarian Residue. 
Obst., 1919, Xxix, 537. 


The author describes ovarian residue as that part 
of the ovary which remains after the ablation of the 
corpus luteum. Its use as a therapeutic agent has 
a logical basis in the fact that the theca luteal cells 
which become activated in the physiological process 
of follicular atresia correspond to the segregated 
cells of the interstitial gland found in certain 
animals. These cells and the luteal cells of the 
corpus luteum are apparently derived from the 
same source. 

The cases treated by the author with ovarian 
residue he divides into three groups: (1) those in 
which there were symptoms of a natural or artificial 
menopause; (2) cases of menstrual disturbances 
such as amenorrhoea, oligomenorrhoea, delayed 
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menses, and clotting; and (3) cases of essential 
dysmenorrheea. 

In the first group the treatment was beneficial in 
78 per cent of the cases. In the second group there 
were failures, especially the cases of long-standing 
amenorrhoea, but in some instances of delayed 
menses and clotting the results were striking. Even 
when it was impossible to re-establish the menstrual 
rhythm, however, the patients spoke of the stimu- 
lating effect of the treatment, and this effect could 
be increased by the addition of thyroid and anterior- 
lobe extracts. The records of the third group of 
cases are still incomplete but the results obtained so 
far seem to indicate that the treatment has a 
definite value. 

The author draws the following conclusions: 

1. Ovarian secretion is not confined solely to the 
corpus luteum. 

2. The secretion of the atretic follicles is similar 
to that of the corpus luteum, being produced by 
analogous cells, i.e., those proliferated from the 
internal theca. 

3. The ovarian residue preserves its chemical 
integrity longer than ovarian preparations which 
contain corpus luteum substance. 

4. Under present conditions of preparation ovar- 
ian residue is in general superior in its clinical 
results to the commercial products now on the 
market. S. A. CHALFANT. 


MISCELLANEOUS 


Meyer, W. H.: Roentgen Therapy in Gynecology. 
N. York M. J., 1920, cxi, 143. 

Living tissues may be stimulated, inhibited, or 
destroyed by radiation, and on account of differences 
in the radiosensibility of cellular structures the three 
effects may be produced in the same area. 

The possibility of curing superficial malignancy 
by radiant energy is generally conceded. Since the 
absorption rate has been used as a basis of dose 
measurement the author has treated over 50 cases 
of superficial malignancy with satisfactory results. 
He varies the penetration and filtration to suit the 
individual case, the dose factor being always the 
estimated absorption. Results are produced in a 
single sitting with a maximum duration of fifteen 
minutes. In lesions more than 1 cm. in depth the 
probability of cure speedily diminishes as the depth 
increases. ‘‘Complete resolution is to be expected 
only if a lesion is so situated that the dose known to 
be destructive to the particular type of cell can by 
multiple cross fire be brought to bear.” 

In deep-seated malignancy the best effects that 
can be obtained are inhibition of the malignant 
cells and stimulation of the surrounding normal 
tissue. 

In menorrhagia; metrorrhagia, symptoms of the 
menopause, and uterine fibroids, a single treatment 
of from forty to ninety minutes’ duration stops the 
menstrual function. Large fibroids may require 
three or more treatments from four to six weeks 
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apart. For subperitoneal myomata the author 
advises surgery. Radiotherapy is contra-indicated 
also in cases of submucous myomata. The intra- 
mural type are best suited to irradiation. 

M. J. 


Sunde: Malignant Chorio-Epithelioma (Ueber 
chorio-epithelioma malignum). XJI Versamml. 
nord. chir. Ver., Christiania, 1919, July. 


The author’s report is based upon 38 cases of 
chorio-epithelioma treated by operation. 

Twelve of the 38 patients recovered and 26 died. 
In 10 of the fatal cases the chorio-epithelioma 
appeared after a hydatid mole; in 7, after a mis- 
carriage; in 8, after a normal birth; and in 1, after 
an extra-uterine pregnancy. In the 12 cases of 
recovery the tumor developed in 11 after a hydatid 
mole, and in 1 after a miscarriage. 

In the cases in which there were irregular hem- 
orrhages due to a hydatid mole the diagnosis was 
made much earlier than in the cases of miscarriage 
or normal birth. The former therefore came to 
operation sooner, a fact which was of great im- 
portance because of the rapid growth of the tumors. 

As representing the more rare types of chorio- 
epithelioma the author mentions a case in which 
the tumor developed in the ovary following an 
ovarian pregnancy and 3 cases of ‘‘ectopic”’ chorio- 
epithelioma in 1 of which the growth was in the 
brain and in 2 of which it occurred in the con- 
nective tissue surrounding the vagina. 

In 2 cases in which the microscopic diagnosis fol- 
lowing curettage was chorio-epithelioma no tumor 
could be found when the uterus was removed. 
One of these patients recovered but the other died 
from extensive metastases. W. A. BRENNAN. 


y Bonet, M.: Cystitis Due to Utero- 
Adnexal Causes and Its Treatment (Las cistitis 
por causas utero-anexiales y su tratamiento). Med. 
Ibera, 19109, iii, 57. 

The female genital tract and the bladder are under 
the same roof, the peritoneum; they rest on the same 
floor, the perineum; their chambers are in intimate 
contact at one of their surfaces; they are nourished 
from the same sources; and the spinal and sympa- 
thetic nerve supply is common to both. It is not 
strange, therefore, that their pathologic changes 
should be related. Everything is admirably dis- 
posed for affections of the uterus and its adnexa to 
exert an influence on the bladder. In addition, the 
ureter, which is in contact with the uterine cervix, 
is affected by pregnancy and tumors in the uterus 
and adnexa. 

The author classifies this pathologic action of the 
uterus and its adnexa on the urinary tract as reflex 
action, mechanical action, and infection. 

Reflex action: The genital tract influences the 
urinary tract even normally. The reaction of the 
bladder to the active congestion of menstruation 
and the passive congestion of the menopause is rep- 
resented by vesical excitation and a predisposition 
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to infection. Genital neuropathies in women are 
often manifested by vesical pain and frequency of 
micturition. Other uterine disturbances may act 
upon the contractility or sensibility of the bladder 
and cause pollakiuria, pain, retention, or incon- 
tinence. Pollakiuria and pain are nearly always asso- 
ciated and are observed in cases of metritis with dis- 
placement, salpingitis, salpingo-odphoritis, pro- 
lapse, cystocele, etc. While true retention or true 
incontinence may be observed in cases in which there 
is no lesion of the urinary tract and no mechanical 
influence, this is exceptional. 

Mechanical action: Generally the functional dis- 
turbances of the bladder are due to mechanical 
influences and their character varies according to 
whether the action is on the bladder, the urethra, 
or the ureter. Genital prolapse, elongation of the 
uterine cervix, and the various tumors of the genital 
tiact all tend to act mechanically upon the urinary 
tract. 

Infections: Vesical infection, which is more 
important than either reflex or mechanical action, 
is due most frequently to the passage of the infecting 
agents from the organs of the pelvic cavity to the 
urinary tract. Practically all forms of cystitis are 
produced by bacterial infection, though the condi- 
tion does not always develop upon the introduction 
of bacteria into the bladder. A considerable number 
of bacteria may be found in the urine in the absence 
of vesical infection. At least three factors are neces- 
sary: the bacteria, a suitable field for their growth, 
and a route by which they may reach this field. 

The bacteria which most frequently cause cystitis 
are the staphylococci, the diplococcus uree, the colon 
bacillus, and the urobacillus. These bacteria attack 
the vesical mucosa and are able to infect it in the 
absence of ammoniacal fermentation. Ammoniuria 
is only a transitory factor of urinary infection. 

The bacteria may reach the bladder by several 
different routes: through the urethra, the circula- 
tion, the lymphatics, or the vesical walls. 

Staphylococci, diplococci, and, rarely the colon 
bacillus are found in the urethra normally. Septic 
catheterization will produce a urethrocystitis while 
aseptic catheterization may produce cystitis by 
carrying bacteria from the urethra into the bladder. 
Spontaneous cystitis may develop from the urethra 
without the passage of an instrument as the female 
urethra is relatively short and straight. 

Typhoid bacilli, pneumococci, colon bacilli, influ- 
enza bacilli, etc. brought to the kidney and bladder 
by the circulation may cause nephritis and cystitis. 

Salpingitis, salpingo-odphoritis, pericystitis, and 
all the infections of the pelvic peritoneum may 
complicated by cystitis due to the passage of the 
bacteria through the bladder wall. The organisms 
may give rise to a local point of infection or, when 
mixed with the urine, to a generalized cystitis. 

Before the development of cystitis, however, the 
vesical mucosa must be in a condition to receive the 
bacteria and furnish them with a suitable field for 
their development. In other words, the defense of 
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the epithelial layers must be reduced. Normally, 
the flora of the urethra and vagina are very slightly 
virulent, but under the influence of trauma, conges- 
tion, or retention their virulence increases and the 
resistance of the field is lessened. 

Trauma, whether it is mechanical, chemical, or 
thermal, always induces cystitis. Cystitis due to 
calculi and that following surgical operations or par- 
turition are examples of the condition so produced. 
The influence of congestion is very apparent during 
the menstrual periods and pregnancy. Retention 
alone does not cause cystitis but the condition will 
develop if there are pathogenic organisms in the re- 
tained urine. 

The diagnosis of cystitis depends upon the simul- 
taneous presence of three principal symptoms: fre- 
quency of urination, pain, and pyuria. 

Preventive treatment of cystitis consists in disin- 
fecting the routes for the passage of exploratory 
instruments and the instruments themselves with 
the utmost care and attending to even the slightest 
pelvic infection. 

In the medical treatment the drugs to be taken by 
mouth which are derived from formol are not so 
active as those derived from salicylic acid. Irriga- 
tions carefully performed arrest the exudation and 
may have a bactericidal action. To calm the vesical 
irritation, belladonna, opium derivatives, or uro- 
tropine may be given. 

In the surgical treatment the use of a permanent 
sound has been of value in cases of chronic cystitis 
in which the irritability of the bladder and the fre- 
quency of urination allowed the patient little rest. 
Instillations of 3 or 4 c.c. of a solution of gomenol 
and antipyrine always give great relief and in some 
cases effect a cure. 

When in cases in which the urine is macroscopi- 
cally clear cystoscopy shows intense congestion of 
the trigone and neck of the bladder and the catheter, 


on reaching the neck, produces intense pain, the 
urethra may be dilated safely but this must be done 
gradually. The condition will be improved after the 
fourth or fifth treatment, and in the majority of cases 
a cure will result. 

The article contains also a detailed description of 
the various methods of doing a cystotomy. 

M. M. Matruates. 


Turenne, A.: Temporary Sterilization of the 
Female. Surg. Gynec. Obst., 1919, xxix, 577. 


Every procedure for temporary sterilization 
should meet the following requirements: 

1. It should be easy to execute. 

2. It should reduce the danger to life to a 
minimum. 

3. It should not produce degenerative lesions of 
the ovary. 

4. It should not modify substantially the nutri- 
tion, the topography, or the functioning power of 
the different segments of the genital tract. 

5. It should permit the re-establishment of 
cervico-ovarian communication. 

The author’s operation is done with the patient 
under general anesthesia and in the Trendelenburg 
position. The Pfannestiel incision is used. The 
broad ligament is held with two hooked forceps in 
such a way that its anterior surface is well exposed. 
A 15 or 20 mm. incision is then made in its anterior 
layer, 10 or 15 mm. from the lower tubal border 
and near the ostium. The edges of the incision are 
separated, and in the cellular space between the two 
layers of the ligament a small pocket is hollowed out 
to hold the tubal ostium. The tube is inserted here 
and sutured, and for greater security is fixed to the 
ligament at another point nearby. The organ re- 
tains sufficient mobility, is not violently kinked, and 
is not subject to any disturbance of the circulation. 

Epwarp L. CorNELL. 
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LABOR AND ITS COMPLICATIONS 


Lochrane, C. D.: The Significance of the Position 
of a ‘Contraction Ring’’ in Cases of Extreme 
Pelvic Contraction with Vertex Presentation. 
Brit. M.J., 1920, i. 11. 


The author discusses the ring of Bandl which may 
form in protracted labor due to contracted pelvis 
with vertex presentation. He takes the view that 
this ring is probably a true contraction ring and not 
due to the formation of a uterine segment. 

A serious proposition is encountered when such a 
condition develops. Two cases are cited, one of 
which the author treated personally, and the other 
one in which he observed the treatment. The 
situation is difficult because of the formation of the 
ring around the neck of the foetus, the head being 
still above the brim. In most cases there has been 
much attempt at manipulation, the woman’s 


condition is usually grave, and the foetus is dead. 
Five lines of treatment are considered: (1) crani- 
otomy alone; (2) craniotomy with embryulcia; 
(3) cesarean section alone; (4) casarean section 
after craniotomy; and (5) casarean section after 
craniotomy and decapitation. 
Craniotomy is discarded. Craniotomy with 


embryulcia might be done when conditions are not 
favorable (i.e., when the room is unsuitable for 
operation), but is not considered to be the best 
method. Cesarean section alone will not allow 
delivery in the vast majority of cases as the ring will 
rarely allow the extraction of the uncrushed head. 
The best choice for the patient lies between crani- 
otomy followed by cesarean section, and craniotomy 
plus decapitation and cesarean section. As most 
cases have been handled and are apt to become 
septic, the author advises cesarean hysterectomy 
or the Porro operation. Under suitable conditions, 
immediate abdominal cesarean section with rapid 
incision of the ring internally would be the correct 
treatment. R. D. Mussey. 


PUERPERIUM AND ITS COMPLICATIONS 


Spencer, H. R.: Nine Cases of Inversion of the 
Uterus. Proc. Roy. Soc. Med., Lond., 1919, xiii, 
Sect. Obst. & Gynec., 20. 


The author’s report of his 9 cases of inversion of 
the uterus covers a period of twenty-five years of 
wide obstetrical experience. Puerperal inversion is 
by no means a common occurrence and it is often 
overlooked at the time of delivery. Hamorrhage, 
shock, and malposition of the early puerperal uterus 
are the characteristic signs of this complication. 

The atonicity and poor contraction give rise to 
’ the belief that the uterus may become inverted of 


its own accord. The expert obstetrician would no 
doubt recognize this complication at once. A 
number of the author’s case reports show that the 
confinement was attended by a medical assistant or 
midwife and it is quite possible that lack of experi- 
ence on the part of these attendants was responsible 
for the complication or the failure to recognize it 
at its inception. None of the patients whose cases 
are reported was delivered in a hospital. 

When pverperal inversion is not recognized within 
twenty-four or forty-eight hours after its occurrence, 
a cautious endeavor may be made to replace the 
inverted organ by hand. If the uterus is soft or 
septic, it should be irrigated with boric acid or salt 
solution and no attempt should be made to replace 
it until the latter part of the puerperium. 

Aveling’s repositor is the best instrument to re- 
place the chronically inverted uterus, and it is 
unjustifiable to perform any cutting operation until 
the repositor has been tried. 

It is the writer’s belief that the original Aveling 
repositor will replace most chronically inverted 
uteri after labor. Should it fail, he would operate 
by the abdomen, incising the uterine cervix. 

Great stress is laid on the importance of an ac- 
curate diagnosis of inversion due to fibroid polypus, 
myoma, and sarcoma. The non-malignant growths 
may be removed through the vagina. In cases of 
malignancy a vaginal or abdominal route hysterec- 
tomy may be done and followed by radium or X- 
ray treatment. N. W. Vaux. 


Gardiner, J. P.: Acute Dilatation of the Post- 

rtum Uterus as a Cause of Postpartum 

gmorrhage: Its Analogy to Acute Dilata- 

tion of the Stomach, with a Suggestion on 

the Action of Involuntary Muscles. Pre- 

liminary Report. J. Am. M. Ass., 19109, lxxiii, 
1915. 

The author states that acute dilatation of the 
uterus may occur either during the third stage of 
labor, or during the first hour after the expulsion 
of the placenta and membranes, but rarely later 
than this. It has been described as ballooning of 
the uterus with accompanying hemorrhage. 

Involuntary muscle has the power of rhythmic 
contraction not dependent entirely upon its closely 
associated eu of nerve fibers. All hollow 
viscera have involuntary muscle walls and seem to 
possess a property which may cause them to go 
into acute dilatation after a period of undue stress 
and to contract again under direct stimulation. 
This occurs after the period of stress is over, as 
shown by the acute dilatation of the heart following 
severe exertion and of the stomach following the 
strain of an operation. Massage has caused an 
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acutely dilated heart to recover its tone. Con- 
traction of the stomach occurs under stimulation 
but in acute dilatation it is impossible for this 
organ to relieve itself because tne sphincters which 
control its outlets probably respond to the same 
stimulus. The same principle applies to the great 
vessels and the urinary bladder. 

The author’s conclusions are that all involuntary 
muscle possesses, beside rhythmic contraction and 
retraction, the ability to function normally for 
a time after a period of stress, then to assume a 
state of acute relaxation, and finally, within a 
limited time to return upon stimulation to its 
normal functioning. 

The uterus being made up of involuntary muscle 
fibers is subject to the laws governing involuntary 
muscles. S. A. CHALFANT. 


NEW-BORN 


Berghausen, O.: The Control of Hemorrhage in 
the New-Born. Arch. Pediat., 1919, xxxvi, 643. 


The author reports 6 cases of haemorrhage in the 
new-born treated by transfusion of 2 per cent 
citrated blood obtained from the child’s father or 
mother. In 5 of these cases the blood was injected 
into the superior longitudinal sinus, and in 1, 
directly into a vein. 

When it is impossible to introduce the needle into 
the infant’s vein the author injects from 100 to 
150 c.c. into the superior longitudinal sinus with a 
50 c.c. Luer syringe. The needle is inserted in the 
‘soft spot” just to the left of the median line and 
when the blood drops from it the Luer syringe 
filled with blood is attached and the injection is 
made slowly. Labored breathing and twitching of 
the face are interpreted as indicating an increase of 
intracranial pressure. When these signs are ob- 
served the injection must be made more slowly. 
Chills and a rise in temperature (100 to 102 degrees) 

‘are not infrequent but in the author's opinion are 
without significance. 

In the cases reported the results were successful. 
The hemorrhages followed circumcision in 2 cases 
‘and wounds of the skin and mouth in 2 others. In 
3 cases they were gastro-intestinal. 

H. K. Gipson. 


MISCELLANEOUS 


Holmes, R. W.: Midwife Practice, an Anachronism. 
Illinois M. J., 1920, xxxvii, 27. 


Any movement which has for its purpose the 
creation of a new type of midwife is to be deprecated 
as it will merely perpetuate a survival of medieval 
times which is entirely out of harmony with modern 
prophylactic medicine. 

The proper care of the parturient woman con- 
cerns the sociologist as well as the physician. The 
interpretation of what is proper care is as much an 
economic problem as a medical problem. 

From its very nature, obstetrics has developed 


into an actual surgical specialty. Only the properly 
trained physician with a knowledge of surgical 
technique and special training in obstetrical physiol- 
ogy and pathology is competent to circumvent the 
many ills of childbirth and to reduce its mortality 
and morbidity. 

Legislation is often inconsistent and the enforce- 
ment of laws is often inversely proportionate to 
their importance to the common welfare. A man 
who expectorates on the sidewalk is far more apt to 
be arrested than the criminal abortionist. . 

The old saw that a little learning is a dangerous 
thing was never so true as in the case of the mid- 
wide. Badly taught, inadequately experienced, she 
never can grasp the broad facts that the delivery of 
a woman is a serious problem, that grave risks are 
present, that many of the obstetrical complications 
are so fulminating in their development and course 
that a lethal outcome occurs in hours, even minutes. 

Midwives as a class are the worst transgressors of 
the medical practice act and the most flagrant 
violators of the criminal code. 

While there are no midwife schools in this coun- 
try other than so-called diploma mills, nothing would 
be gained by a scheme to create a midwife school 
under accredited authority. A concerted endeavor 
to weed out all unregistered or faultily registered 
midwives would be more effective. Instead of the 
conglomerate and indiscriminate list of midwives, 
osteopaths, ’practics of all sorts, and incidentally 
regularly licensed physicians, the county clerks 
should have separate entries for each class. 

It is essential that a new survey be made of the 
condition of midwives soon in order that the situa- 
tion as it exists today may be studied intelligently. 

At best, midwifery is built upon shifting sands 
and any attempt to place the practice upon a firm 
foundation will merely interfere with plans for 
granting the parturient woman of the poorer classes 
scientific obstetrical care. 

-A co-ordinated educational movement to con- 
vince the public that in scientific obstetrical care 
lies the true conservation of the home will accom- 
plish more good than any movement to uplift the 
practice of midwifery. Epwarp L, CorneELL. 


Kuehnel, P.: Some Placentary Cavities and Their 
Relation to the So-Called White Placental 
Infarcts (De quelques cavités placentaires et leur 
relation avec le soi-disant infarctus blanc dans le 
placenta). Acta chirurg. Scand., 19109, lii, 185. 


In 1912 Meyer and Lohse described certain cavi- 
ties in the placenta which vary in form and are 
always empty. These cavities are of clinical im- 
portance for, in case there is an open communication 
with the surface of the decidua, they may give rise 
to the erroneous impression that a part of the ex- 
pelled placenta is lacking. They are of interest also 
because they may be related genetically to the so- 
called white infarcts of the placenta. 

Beside these empty placental cavities Meyer and 
Lohse found also other cavities filled with a mucous 
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substance which, unlike the empty cavities, were 
never in communication with the decidual surface. 
The filled cavities were covered with a thick mem- 
brane composed of layers of different cells, while the 
empty cavities were covered by a homogeneous sub- 
stance in which no cells were found. In a series of 
200 placental sections examined by Meyer and Lohse 
empty cavities were found in 27, cavities filled with 
mucus in 28, and both types of cavities in 7. 
Therefore cavities were found in 24 per cent of the 
placental sections examined. 

In pursuing similar investigations Kuehnel dis- 
covered that the empty cavities have always an 
intracotyledonous situation while the filled cavities 
are extracotyledonous. He therefore classifies them 
according to their location. With this classification 
he gives the histologic details of the various forms. 

In discussing the possible relationship between 
the placental cavities and placental infarcts Kuehnel 
distinguishes between the red infarcts described by 
Williams and the white infarct, and states that in his 
opinion the former are hemorrhages into preformed 
empty cavities. Favoring this view is the fact that 
microscopically all types of transitory forms con- 
taining a little blood can be found. Very recent 
microscopic examinations demonstrate that such 
hemorrhagic apoplexies into empty cavities have 
three zones: (1) a central zone formed exclusively 
of red blood cells; (2) a fibrinous reticulum around 
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the central zone; and (3) an external zone of degen- 
erated villi with strongly dilated vessels some of 
which have ruptured. 

In 500 placental sections the author found 59 per 
cent of white infarcts. In some placente multiple 
infarcts of all grades may be seen and these may 
become fused. In location they are distinctly intra- 
cotyledonous and near the decidual surface. In the 
formation of these infarcts there are two processes: 
(1) a central necrobiosis probably due to some dis- 
turbance of nutrition from the vessels of the villi; 
and (2) a peripheral capsular formation with the 
growth of the decidual tissue and the ordinary 
growth of the surrounding villi. 

While the author must admit that white infarcts 
may form around the hemorrhagic apoplexies in 
the empty cavities or at least that a tissue is formed 
which he is unable to differentiate from the white 
infarct, he does not believe that white placental 
infarcts are ordinarily formed in this way. His 
reason for this view is that while white infarcts are 
found in placente of every age, he was unable to 
discover any irregular empty cavities in twenty very 
young placente he examined nor any remnants of 
such cavities in white infarcts found in old placente. 
He therefore concludes that there is no genetic rela- 
tionship between the cavities described by Meyer 
and Lohse and the formation known as white 
placental infarct. V’. A. BRENNAN. 


GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Braasch, W. F.: Surgical Renal Tuberculosis: The 
Prognosis. Am. J. M. Sc., 1920, clix, 8. 


This paper presents a statistical study of 532 
patients operated upon for renal tuberculosis at the 
Mayo Clinic during a period of twenty years. As 
the total number of operations for the period 
amounted to 85,000, the incidence of renal tuber- 
culosis is estimated at 0.6 per cent. The statistics 
bearing on postoperative results are based on the 
records of patients personally examined or heard 
from by correspondence. Detailed data were avail- 
able in 346 cases and this series was studied to 
determine the influence of different complications. 
The results of the study are presented in twelve 
tables. The author's general conclusions are: 

1. Renal tuberculosis occurs most frequently 
between the ages of 20 and 40 years (70 per cent). 

2. It occurs in the male almost twice as often 
as in the female. 

3. The postoperative mortality among male 
patients is somev hat higher than among the females. 

‘4. In children the condition is usually not sur- 
gical but more often a part of a general tuberculosis. 

5. Evidence of tuberculosis in other tissues of 
the body may be found in fully 71 per cent of the 
patients, if not in all. 

6. The postoperative mortality among patients 
who have other associated lesions is not higher than 
that of the general average. 

7. Multiple lesions do not necessarily render the 
prognosis more unfavorable unless they are a part 
of an acute general infection. 

8. Evidence of healed pulmonary tuberculosis is 
present in fully one-third of the patients. 

9. The percentage of recovery among patients 
with healed pulmonary tuberculosis is above the 
average and may be considered indicative of in- 
creased powers of resistance. 

10. Coincident active pulmonary tuberculosis 
was found in approximately 5 per cent of the pa- 
tients. More than 60 per cent of these recovered 
following nephrectomy. 

11. Involvement of the genitalia was present in 
at least 73 per cent of the male patients and did not 
seem to affect the ultimate recovery. 

12. The frequency of spontaneous healing of 
lesions in the prostate and seminal vesicles contra- 
indicated their removal by subsequent operation. 

13. Evidence of tuberculosis involving the bones 
and joints was noted in 6 per cent of the cases; one- 
half of the lesions were active. The late mortality 
was 5 per cent. From this it may be inferred that 
the presence of such complications may be an index 
of increased resistance. 


14. Spondylitis, usually healed, was present in 
5.7 per cent of the cases and the mortality was 12 
per cent. 

15. Chronic spondylitis does not influence the 
prognosis. Active spondylitis, although it does not 
contra-indicate nephrectomy, will not offer a 
favorable prognosis. 

16. Tuberculous adenitis was present in 19 pa- 
tients (6.4 per cent), and the low mortality (10 per 
cent) was suggestive of a heightened resistance. 

17. Reduction in hemoglobin does not neces- 
sarily affect the prognosis. 

18. The mortality among patients with marked 
bladder involvement was twice as great as that 
among those with slight involvement. The degree 
of involvement is dependent not so much on the 
duration of the symptoms as on the virulence of the 
infection. 

19. The mortality percentage is markedly in- 
fluenced by the degree of pathologic involvement of 
the kidney, increasing in proportion to the extent 
of the lesion. Early lesions have the lowest mortality 
and pyonephrosis the highest. 

20. Occluded renal tuberculosis is indicative of 
relative immunity and a low mortality. 

21. The duration of pre-operative symptoms 
does not materially affect the late mortality. 

22. Recovery from bladder symptoms is more 
apt to occur, and to occur earlier, when the pre- 
operative symptoms are of short duration than 
when they have continued for a long time. 

23. Recovery or permanent improvement of the 
remaining kidney will not follow the removal of one 
kidney in cases of bilateral renal tuberculosis. 

24. Operation is advisable in cases of bilateral 
renal tuberculosis only when there are acute uni- 
lateral complications and no hope of eventual re- 
covery. 

25. Late mortality is highest during the first 
year and decreases with the length of time elapsing 
after operation. 

26. The operative mortality is a negligible fac- 
tor. The late mortality (five years or less after 
operation) is approximately 20 per cent. Failure to 
effect a complete cure occurs in approximately 
20 per cent of the cases. In 80 per cent recovery is 
probable. A complete cure is to be expected in fully 
60 per cent of the cases. H. A. Fowter. 


Aschner, P. W.: Two Unusual Cases of Pyelone- 
phritis. J. Am. M. Ass., 1920, |xxiv, 320. 


According to Aschner, no hard and fast rule can 
be laid down regarding the surgical indication in 
cases of pyelonephritis. Heretofore nephrotomy 
has been done for infections due to bacillus coli and 
bacillus pyocyaneus and nephrectomy for those due 
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to staphylococci and streptococci. Aschner claims, 
however, that in any infection the reaction of the 
body to the invading bacteria is of at least equal 
importance to the type of the micro-organism, and 
that the decision in regard to the operation should 
be based first of all on the patient’s clinical condition. 

Primary nephrectomy is by far the safer pro- 
cedure when there is evidence of severe septic 
absorption or renal insufficiency with nitrogen reten- 
tion, or when the illness has been of long standing 
and the patient has suffered great loss of weight 
and strength. In such cases the margin of safety is 
small. Nephrectomy is. indicated as decapsulation 
and nephrotomy do not remove the focus, do not 
protect against extension and metastasis, and expose 
the patient to secondary hemorrhage, recurrence 
of infection, and the dangers of secondary ne- 
phrectomy. 

The main points of interest in the first case of 
pyelonephritis reported in this article were as 
follows: 

1. The sudden appearance of a virulent infection 
precipitated by an indwelling catheter. 

2. Numerous concretions in a prostatic adenoma. 

3. Infection of a kidney which showed a con- 
genital anomaly (bifid ureter and double pelvis). 

4. Uremia which was produced by unilateral 
pyelonephritis and disappeared immediately when 
the offending organ was removed. 

5. An excellent functional result following 
nephrectomy. 

In the second case the bacillus coli was found in 
_ the bladder urine but not in the ureteral urine. The 
culture of the urine from the right ureter just before 
operation showed * anhemolytic streptococci,” but 
as this fact was not known at the time of operation, 
a nephrotomy was done. A phosphatic stone was 
removed and the wound closed. As the patient did 
not improve, a nephrectomy was done the seventh 
day. Death followed three days later from perito- 
nitis apparently of metastatic origin. In Aschner’s 
opinion, this patient might have been saved by a 
primary nephrectomy. H. A. Moore. 


Lamson, O. F.: Recurrent Nephrolithiasis. Ann. 
Surg., 1920, Ixxi, 16. 


The author states that the general etiology of re- 
current nepbrolithiasis cannot differ materially from 
that of primary stones and therefore the various 
causes to which renal calculi have been ascribed 
should be borne in mind. 

Some of these etiological factors may be remedied 
at the time of the operation by careful or special 
technique. 

Factors which tend to prevent the recurrence of 
stone are: (1) as accurate a pre-operative diagnosis 
regarding the localization and size of the stone as it 
is possible to obtain with the X-ray and cystoscopic 
examination; (2) an operation so planned that no 
injury to the pelvis of the kidney or the ureters caus- 
ing stricture will result; and (3) an incision either in 
the pelvis or through the kidney substance suffi- 


ciently large to permit the surgeon to lift out the 
whole stone easily without leaving behind small 
scales or particles broken from it. 

The article is summarized as follows: 

1. We cannot hope to prevent the recurrence of 
nephrolithiasis unless we know more regarding its 
true etiology. 

2. Careful study of the patient’s history in all its 
different aspects, a thorough examination of the 
urine, and chemical analysis of the stone will deter- 
mine the postoperative treatment. 

3. Thorough flushing of the urinary channels by 
the extensive drinking of water, preferably distilled 
water, may help in the dislodgement and removal of 
any possible nucleus for future stones. This treat- 
ment must be continued for a considerable period 
even after the urine has completely cleared up. 

4. Faulty or incomplete surgery which leaves 
fragments of stones in the pelvis may contribute 
toward a recurrence of nephrolithiasis. 

V. D. Lesprnasse. 


BLADDER, URETHRA, AND PENIS 


Caulk, J. R.: Hour-Glass Bladder; Remarks on 
the Resection of the Base of the Bladder for 
Transverse Septa. Ann. Surg., 1920, \xxi, 22. 


The author describes two cases of hour-glass 
bladder, one that of a male and the other that of a 
female. In the first case there was absolute retention 
of the urine and before that the patient was able to 
urinate much more easily when lying down than 
when standing up. 

Cystoscopic examination disclosed an elevated 
band about 34 in. behind the interureteral bar, 
which ran transversely across the base of the 
bladder, fanned out on each lateral wall, and had a 
concavity anteriorly, giving the bladder a double 
pouch, the bas-fond in front and another pouch 
— The mucous membrane over the bar was 
pale. 

During the operation, which consisted of re- 
section of the band and a portion of the redundant 
mucosa, it was noticed that the mucosa behind the 
bar was very loose and could be pulled down so as to 
occlude the urethral orifice. This accounted for the 
urinary retention. 

In the second case the band was about 1 in. back 
of the trigone and showed an elevated partition that 
completely crossed the base of the bladder and 
fanned out on either side, causing a slight puckering 
of the bladder laterally with a depression in front 
of it and behind it. The same operation was per- 
formed as in the first case and the results were highly 
satisfactory. 

The author states that he is convinced that 
incising these bands would not have effected a cure as 
they involved the whole bladder wall. The operation 
he performed is not difficult and can be done from 
the outside but care is required in approaching the 
external vesical coat. Hemorrhage is easily con- 
trolled. The first case reported is of interest on 
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account of the large amount of redundant bladder 
wall resected and illustrates a prolapsus of the type 
described by Villier, Streubel, Vary, and others. 

V. D. LEsPINASSE. 


Legueu, F., and Papin, E.: Cystoradiography (La 
cystoradiographie). Presse méd., Par., 1919, xxvii, 
733- 

In the authors’ opinion cystoradiography is abso- 
lutely essential for the study of vesical diverticula. 
Their method is to take a picture of the bladder after 
filling it with an opaque solution and again after it 
has been emptied. If a diverticulum is present it 
will not be evacuated with the bladder ‘and will 
therefore show in the second picture. In this man- 
ner diverticula have been discovered in cases in 
which they were not even suspected. 

The radiography of bladder tumors is very inter- 
esting. Small tumors, which are easily discovered 
by cystoscopy, however, do not require it. Volu- 
minous and medium sized tumors, especially those 
which cannot be explored with the cystoscope be- 
cause of constantly associated hemorrhage or 
intense cystitis, should be examined by the X-ray. 
Also those which can be seen only in part with the 
cystoscope. 

Radiography of vesical calculi following the infla- 
tion of the bladder with air or oxygen has given very 
satisfactory results. The results obtained when the 
bladder is filled with bismuth solution or collargol. 
on the other hand have been very unsatisfactory. 

Insumming up the authors state that cystoradiog- 
raphy is indispensible in the diagnosis of vesical 
diverticuls, useful in the diagnosis of large tumors 
and vesical malformations, of little value in cases of 
prostatic hypertrophy, and an aid in the localiza- 
tion of vesical calculi. W. A. BRENNAN. 


Lindeman, H. E.: Chronic Trigonitis in the 
Female. A New Method of Treatment; Pre- 
liminary Report. Surg., Gynec. & Obst., 1920, 
xxx, 64. 

Chronic trigonitis is one of the chief factors in irri- 
table bladder in women. The cause of the condition 
is not known. It may be a chronic cystitis, though 
there is no definite evidence supporting this theory. 
The symptoms begin gradually, usually with an 
increasing frequency of urination by day and night, 
and a constant desire to urinate. With this there is 
the sensation of incomplete emptying of the blad- 
der so that after urination there is a desire to urin- 
ate again. The condition lasts for many years and 
becomes progressively worse. 

The bladder capacity is generally large and 
through the cystoscope the bladder walls outside 
the trigone appear normal. When the trigone is 
brought into view, however, it is found to be 
swollen, dark red, angry looking, and cloudy. Nu- 
merous fine blood vessels are seen. Not infrequently 
there are red spots scattered over the trigone and 
sometimes small cysts. The mucosa is distinctly 
thickened and velvety. 


The ordinary treatment by topical application of 
solutions of silver nitrate varying in strength from 
1 to 5 per cent gives slight relief in some cases, but 
is far from satisfactory. The author has therefore 
developed a needle and cannula for use with the 
ordinary Brown-Buerger catheterizing cystoscope 
by means of which he injects a solution of quinine 
and urea into and under the mucous membrane of 
the trigone. He uses solutions varying in strength 
from 2 to 3 per cent which are colored with methyl- 
ene blue. The quinine causes a deposit of fibrin 
about the vessels which strangulates them and 
causes the trigone to return to a nearly normal 
appearance. Following this there is almost immedi- 
ate relief of symptoms for a considerable period 
of time. The author finds that from two to four 
treatments at intervals of from one to two months 
will bring almost complete relief in even the most 
aggravated cases. 


Nicolich: Endoscopic Electrocoagulation of Vesical 
Papillomata (Klettrocoagulazione endoscopica dei 
papilliomi vesicali). Clin. chir., 1919, xxvi, 609. 

The author gives the clinical histories of 13 cases 
of papilloma of the bladder treated by the electro- 
coagulation method of Beer of New York. This 
method has been used by many surgeons abroad 
with good results and has the advantage that it 
renders cystotomy unnecessary. According to some 
writers cystotomy favors recurrence as the mucous 
membrane of the bladder may become inoculated 
by small particles of the papilloma where it is 
injured surgically. Another advantage of the endos- 
copic method is that its use does not require the 
patient to remain in the hospital. 

The author obtained excellent results in his 13 
cases. Following such treatment the patient should 
be subjected to cystoscopic examination at intervals 
to determine whether an actual cure has been effect- 
ed. If there is a recurrence one additional treat- 
ment is usually all that is necessary. 

W. A. BRENNAN. 


Stern, M.: The Palliative Treatment of Urethral 
Stricture. N. York M. J., 1920, cxi, 4. 


The end-results of the palliative treatment of 
urethral stricture are better than those obtained by 
external urethrotomy. Palliative measures are of 
the greatest importance at the time the patient seeks 
a remedy for the increasing difficulty of micturition 
and the progressive diminution in the size of the 
urinary stream. 

Inflammation of the strictured area and oedema 
are the causes of the symptoms in all cases and it is 
these conditions rather than the stricture itself 
which should receive attention. The spongy 
oedematous tissue is extremely soft, bleeds easily, 
and obstructs the passage of filiform and other 
pliable dilating instruments. It is responsible also 
for the arrest of the urinary stream. After the sub- 
sidence of the symptoms referable to the inflamma- 
tion, efforts should be directed toward softening the 
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infiltrate and facilitating its absorption. These 

measures must not be instituted too early as, even 

a overactive measures often result in a set- 
ack. 

In certain cases of stricture requiring operation 
temporizing is not only useless but even dangerous. 
Patients requiring surgical treatment may be 
divided into five classes as follows: 

1. Patients who come for examination in an 
anxious and desperate frame of mind after days 
and nights of exhausting efforts to void. In these 
cases the author fears ether narcosis and is opposed 
to suprapubic puncture, but obtains gratifying 
results from suprapubic drainage under gas oxygen 
narcosis. After the patient has rested for about ten 
days, during which time drainage is maintained, it 


is possible to penetrate the strictured area with an 


instillation tube Later sounds may be passed. 

2. Those with extravasation of urine and other 
acute lesions. These patients must be operated upon 
promptly and rapidly. 

3. Patients with traumatic stricture resulting 
from external violence or following an external 
urethrotomy. 

4. Patients suffering from recent traumatism 
following instrumentation and who have false 
passages and much bleeding. These must be given 
immediate relief. 

5. Irresponsible patients who, because of ignor- 
ance or carelessness, have absented themselves from 
treatment until forced to return because of frequent 
recurrences of retention. 


In discussing the choice of operation the author 
states that frequently a rapid cystotomy under gas 
oxygen narcosis will be all that is necessary, espe- 
cially if retrograde dilatation or internal urethrot- 
omy is done in addition. As a rule strictures any- 
where anterior to the bulb do not lend themselves to 
dilatation. They contract very rapidly and internal 


urethrotomy is indicated. Before treatment is 
instituted in the non-operative cases it is necessary 
to differentiate between a simple anemic infiltrate 
and an infiltrate with inflammation. Palliative 
treatment gives much better results than external 
—— especially in cases of stricture at the 

Patients with inflammatory stricture and occlu- 
sion of the urethra should be sent to the hospital 
immediately. The bladder should be emptied at 
once or allowed to empty slowly. A hypodermic 
injection of morphine sulphate should then be given 
before any urethral manipulation is attempted, and 
an injection of 2 drams of 1 per cent novocaine solu- 
tion containing 3 drops of adrenalin should be 
allowed to remain in the urethra for ten minutes. 
As a rule the patient will then void voluntarily, but 
should he be unable to do so, a No. 16 blunt-end 
metal or soft rubber catheter should be pa‘sed. If 
this fails, the insertion of a ureteral catheter with a 
No. 3 probe-end may be attempted. If this catheter 
does not enter, Stern uses a urethroscope of the 
Guerringer type which he devised himself and has 
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used with great success. In several cases he found 
that the difficulty was due to slender bands and that 
after these bands had been destroyed with a ful- 
gurating electrode it was possible to pass small 
sounds easily. 

In inflammatory stricture with partial retention 
the author has obtained excellent results with a 
hypodermic injection of morphine sulphate, a hot 
hip bath, and continued rest, the stricture being 
treated through an instillation syringe with argyrol 
solution alternated with warm boric-acid irrigations. 

Stern regards cases in which bleeding does not 
follow the introduction of instruments and the urine 
is clear as cases of anemic stricture. Such cases 
may be treated by dilatation. In anemic stricture 
also an effort should be made to soften the infiltra- 
tion and cause its absorption by means of heat 
hyperemia and dilatation with the aid of hot water. 
Soft bougies should be introduced every second or 
third day and irrigations given at intervals for 
fifteen minutes. 

While the author does not claim that palliative 
treatment effects a permanent cure, he asserts that 
by such means the condition is so greatly improved 
that no further treatment is required for at least a 
year and in some cases it appears that an actual cure 
has been obtained. The patients are instructed to 
report for further treatment whenever the slightest 
diminution in the urinary stream is noted. 

Louis Gross. 


Stern, M.: A Plastic Operation for the Cure of 
— Stricture. J. Am. M. Ass., 1920, \xxiv, 
5- 

The author states that in view of the fact that 
external urethrotomy does not give lasting benefit 
and is never performed with the hope of affecting 
a cure, it should be replaced by an operation that 
will secure such results. The operations of Russell, 
Marion, and Cabot have advantages over external 
urethrotomy but are more or less difficult to per- 
form because they injure the corpus spongiosum, 
causing hemorrhage which obscures the field. 

Stern advocates a method which effects the ex- 
cision of the strictured floor at the bulbomem- 
branous juncture without inflicting injury to the 
overlying structures or to any other portion of the 
urethra. His operation consists in separating the 
muscle structures, exposing the corpus spongiosum 
and detaching it from the triangular ligament, 
elevating the urethra, and exposing the strictured 
area. The strictured area is excised and the re- 
pair made in a horizontal direction to avoid any 
diminution in the lumen of the urethra. The over- 
lying structures are then restored to their normal 
position. An indwelling catheter is placed in the 
urethra for several days and the layers of tissue are 
securely sutured over the urethral wound. Primary 
union occurs and there will be no escape of urine 
through the wound. The pre-operative preparation 
of the patient consists of the introduction of a 
ureteral catheter through the stricture with the aid 
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of the author's instrument. As a result of the drain- 
age of urine thus afforded the cystitis, urethral 
oedema and the patient’s general condition will be 
improved. 

The postoperative treatment consists of the in- 
sertion of the indwelling catheter which is left in 
place for forty-eight hours and then slowly with- 
drawn while a gentle stream of hot boric acid solu- 
tion flows through it. A sterile catheter is then in- 
serted and left in place for twenty-four hours. On 
the fourth day the patient is catheterized every 
four hours or when request is made. On the fifth 
day voluntary micturition is allowed. On the tenth 
day a sound is passed and a week later a larger 
sound is inserled. 

The author’s conclusions in regard to his opera- 
tion are as follows: 

1. Since all, or nearly all, strictures are anterior 
to the superficial layer of the triangular ligament, 
the operation described can easily reach them. 
Extravasation of urine or infiltrating abscesses need 
not be feared as the membranous or prostatic 
urethra lying posterior to the triangular ligament 
is not disturbed. 

2. An operation which involves only the diseased 
area and which does not inflict injury to any other 
part of the urethra is a logical step toward a cure and 
is superior to procedures in use heretofore. 

Louis Gross. 
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Meltzer, M.: Factors of Safety in Prostatic Surgery: 


Indications for the Operation. JN. York M. J. 
1919, CX, 942. 

Before it can be determined whether a prostate 
may be enucleated, a systematic routine series of 
examinations is necessary. Many patients present 
themselves when they are already manifesting symp- 
toms indicating uremia and in such cases drainage 
of the bladder, forced fluids, urinary antiseptics, and 
careful nursing will save their lives and soon improve 
their general condition and renal function. 

The usual examination alone, however, will not 
indicate when a favorable condition has been 
reached. It can be ascertained only by’ routine 
examinations and a careful determination of the 
following data: (1) the appearance of the tongue; 
(2) the blood chemistry, with special reference to 
the retention of creatinine, urea nitrogen, and non- 
protein nitrogen; (3) the kidney function: and (4) 
the general condition. The results of these examina- 
tions will indicate whether or not a prostatectomy 
can be done. 

In cases of prostatitis the tongue is an index of 
the inability of the kidneys to excrete the toxins re- 
sulting from urinary obstruction. It is dry or almost 
dry, feels rough to the touch, and is fissured with 
definite cracks. In color it is usually a dirty brown 
or a very bright red with a sort of enamel luster. 

The study of the chemistry of the blood is a very 
valuable method of determining the patient’s ability 
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to withstand surgical intervention. If the blood 
examination shows high figures nothing more than 
urinary drainage and expectant treatment can be 
given. 

To determine the kidney function the author 
uses the intramuscular injection of phenolsul- 
phonephthalein. 

In the general condition a failing myocardium, a 
decompensated valvular lesion, marked oedema, 
generalized anasarca, a cirrhotic liver, and an 
excessively high or low blood pressure are. contra- 
indications to radical surgical treatment. 

C. R. O. CROWLEY. 


Deaver, J. B.: Some Practical Points on Prostatic 
Surgery. Am. J. M. Sc., 1920, clix, 1. 


Three important factors which would decrease 


‘the mortality rate following prostatectomy are: 


(1) the recognition of absolute contra-indications to 
operation; (2) the recognition of relative contra- 
indications to operation; and (3) pre-operative 
treatment to remove the relative contra-indications 
to operation and bring the patient within the 
operable class. : 

Subnormal function of the kidneys furnishes an 
illustration of these factors. For example, impend- 
ing uremia due to chronic interstitial nephritis, 
itself irremovable, is an absolute contra-indication 
to operation. In the presence of a mild chronic 
interstitial nephritis subnormal renal function may 
be due to the back pressure of obstruction. Here 
the contra-indication is only relative since renal 
decompression may so improve the renal function 
that prostatectomy may be done successfully. 
Cardiovascular decompensation is another relative 
contra-indication to operation but in only a small 
proportion of such cases is operation precluded. 
The majority of complicating factors are removable 
and after their removal an operation can be per- 
formed safely. The surgeon’s success is dependent 
far more upon his ability to recognize and treat 
relative contra-indications and to select the proper 
time for operation than upon his technical skill in 
removing the obstruction. 

The general mortality throughout the country is 
above 20 per cent following operation, and 69 per 
cent of the deaths are due to uremia, hemorrhage, 
shock, and sepsis. The mortality rate attributable 
to uremia and sepsis is practically the same as that 
due to hemorrhage and shock. In other words, half 
the operative mortality depends upon complica- 
tions existing as contra-indications to operation, 
and half upon the technical complications of the 
operation. A reduction in the mortality, therefore, 
must depend upon the preliminary treatment of the 
relative contra-indications and the prevention of 
hemorrhage and shock by appropriate operative 
technique. 

The author discusses in detail some of the contra- 
indications to operation. Of these, renal failure is the 
most common. Various methods of determining 
renal function are mentioned. The author prefers 
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the blood-urea test for retention and the phthalein 
test for excretion, but states that the surgeon must 
be familiar with the various other tests sometimes 
indicated. The simple tests of the quantity of the 
urine and the specific gravity must be borne in 
mind as they give important data. 

Preliminary treatment before prostatic surgery is 
practically always necessary. In cases of retention 
the indwelling catheter is preferred when its use is 
possible. Otherwise, a preliminary suprapubic 
cystotomy should be done. Preliminary cystotomy 
has reduced the mortality of prostatectomy more 
than any other single procedure. In early cases, 
when the patient is in good condition, the two-stage 
operation is not employed. The success of prostatec- 
tomy is dependent chiefly upon preliminary treat- 
ment. The technical details in the enucleation of 
the prostate are of secondary importance. 

H. A. FowLer. 


Cunningham, J. H.: Essentials of Success in 
Surgery. York M. J., 1920, cxi, 
138. 

The pre-operative study and preparation of 
patients for prostatic surgery includes cystoscopy by 
which information may be obtained regarding the 
presence or absence of malignancy, free drainage of 
the bladder either through the urethra or otherwise, 
various functional tests, and the observation of the 
patient during a period of time sufficiently long to 
justify judgment as to his operability. 

The operative cases must be divided into those 
which require conservative methods and those for 
which radical surgery is more suitable. In the 
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former the Bottini or Chetwood operation or the 
establishment of a*permanent suprapubic sinus may 
be done. For the bar type of case with contraction 
of the vesical neck the punch operation is indicated. 

Radical operations are best performed under gas- 
oxygen anesthesia and should be chosen according 
to the individual case. The suprapubic route Cun- 
ningham uses only for patients who are in good 
general condition as the mortality of this operation 
is high. For patients in poorer general condition 
and when the gland is of the smaller fibrous type, he 
uses the perineal route. In these cases either the 
perineal dissecting operation or the median perineal 
enucleation operation may be done. As the latter 
is the more rapid it is best for patients in poor gen- 
eral condition. Malignant glands should be radi- 
cally removed only in rare instances as in this type 
of case the masta is high and the functional re- 
sults are poor. 

Great emphasis is placed on the importance of 
the postoperative care. This includes the personal 
attention of the surgeon and of carefully trained 
assistants. To guard against hemorrhage following 
operation by the suprapubic route Cunningham 
uses the Pilcher bag. Perineal hemorrhage may be 
controlled by packing. In cases in which the punch 
operation has been done a De Pezzer catheter drawn 
snugly down to the vesical sphincter will suffice, 

If wound infection occurs at all it will occur in 
the cases operated upon by the suprapubic route. 
This should be guarded against by avoidance of 
trauma to the wound at the time of operation, com- 
plete hemostasis, and proper wound closure. In- 
fection demands free drainage. H. 1. SANForD. 
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EYE 


Maxted, G.: Perforating Wounds of the Eye: An 
Investigation of 106 Cases Occurring in 
Soldiers at a Military Center in London. 
Brit. J. Ophth., 1920, iv, 12. 


This paper reports the results of 106 eye wounds 
not necessitating immediate enucleation. The 
nature of the accident, the seat of perforation, the 
injury to the lens, the prolapse of the iris, sym- 
pathetic ophthalmia, and vision are all considered. 

There was only one case of sympathetic ophthal- 
mia in the series although there were 37 wounds in 
the danger zone and 46 cases of foreign bodies in 
the eye. In 24 of the 46 cases the body had been 
extracted early with a magnet before the patient 
was seen by the author. The eye was enucleated in 
9 of the remaining 22 cases. One patient died 
following another operation; 9 left the hospital 
with the foreign body still in the eye but had light 
perception. The remaining 3 had vision of 3/60, 
4/36, and 6/9 at the time of the report. 

T. D. ALLEN. 


Key, B. W.: Antidiptheritic Serum in Severe 
Ocular Infections. with Special Reference to 
Hypopyon Keratitis. Arch. Ophth., 1919, x\lviii, 
581. 

Key reviews extensively the literature and the 
theoretical status of para-specific serum therapy, 
giving the views not only of those who are en- 
thusiastic but also of those who are skeptical regard- 
ing its efficacy. He analyzes 23 cases of hypopyon 
keratitis, 2 cases of infection of the anterior chamber 
following penetrating wounds, 4 cases of panoph- 
thalmitis, and 1 case of ulcus serpens. Particular 
emphasis is laid upon the effect of the serum upon. 
the general systemic condition when it is combined 
with other indicated therapy. In the cases of 
keratitis hot applications, bichloride vaseline 
(1:5,000), atropine, and when necessary, hot salt- 
solution irrigations according to Verhoeff’s tech- 
nique were used in addition to the serum. As a 
result of this treatment the ulcer debris disappeared 
rapidly, the transparency of still unhealed corneal 
tissue was greatly increased, the opacities were sur- 
prisingly mild, and the vision was better than 
expected. 

In the cases of penetrating wounds of the cornea 
with infection of the anterior chamber the globe was 
preserved and there was useful vision. 

In the cases of panophthalmitis cure was not 
remotely anticipated and at no time was there any 
evidence of it, but in every case the symptoms, both 
objective and subjective, subsided and the infection 
rapidly became of a quiet, mildly virulent type. 


The case of ulcer serpens is not discussed in very 
great detail. 

In concluding his article Key reviews the changes 
both general and local which follow the administra- 
tion of the serum, emphasizing especially the rapid 
relief of symptoms, the checking of the infectious 
process, the disappearance of hypopyon with its 
reappearance on lapse of treatment and prompt 
disappearance following another injection, and the 
apparent increase in the resistance and defense of 
the tissues as demonstrated in the 4 cases of panoph- 
thalmitis. Following the injection of the serum, 
many cases in which long-continued local treatment 
had produced little or no effect showed definite im- 
provement and cure. 

Darier is quoted as stating that the strong toxins 
such as diphtheria toxin stimulate all the organs of 
the body to form antitoxins and thus the use of 
serum is effective in all kinds of infections. Key 
reminds us that receptors of the first order (anti- 
toxins, agglutinins, and precipitins) pass in small 
quantities into the aqueous humor and that the 
normal cornea shares in the general bacterial im- 
munity. He explains the local effect as due to a 
vasomotor action whereby new and highly efficient 
leucocytes are supplied to the part in increasing 
numbers per unit of time. He recommends a dosage 
of 2,000 units followed every second day by an equal 
dose or daily by a dose of 1,000 units for three or 
four days. T. A. ALLEN. 


McAIl, P. L.: Notes on a Rare Form of Subcon- 
junctival Granuloma Met With in Central 
China. Brit. J. Ophth., 1920, iv, 20. 


The author describes a rare tumor growth in the 
conjunctiva o: subconjunctival tissue of which he 
has seen about a dozen cases. This tumor is with- 
out inflammation or ulceration. It is a painless, red, 
firm, fleshy protrusion of the conjunctiva of the 
fornix which as a rule begins in the upper inner 
canthus and spreads slowly until it involves both 
fornices and both canthi, thus causing the palpebral 
fissure to become concentrically reduced. In an 
extreme case, it is represented by a tunnel about 
1@ in. across, leading down to the clear cornea. 
This tunnel becomes blocked with secretions or 
eczematous scales with resulting loss of vision. 

The skin is not infiltrated, but the conjunctiva 
is closely adherent. The growth is not encapsulated, 
and in operating it is difficult to determine whether 
all the diseased tissue has been removed. After 
operation the lids cicatrize, become indurated and 
adhere to the globe, and the growth recurs. 

The bulk of the growth is composed of round cells 
(lymphocytes) infiltrating normal tissue. No or- 
ganisms or parasites have been discovered. 
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Benedict, W. L., and Barlow, R. A.: Treatment 
of Chronic Dacryocystitis. Am. J. Ophth., 
1919, li, 843. 

The authors discuss the advantages and the techni- 
que of the intranasal operation for chronic dacryo- 
cystitis. ‘Inflammation of the lacrymal sac may 
be said to have become chronic when the function 
of the drainage apparatus cannot be restored by the 
use of medical or hygienic measures, and operative 
procedures have to be employed either to restore the 
function of the duct or to remove the sac and ob- 
literate the duct. The treatment of chronic dacryo- 
cystitis is ultimately surgical. To dispose of the 
troublesome and dangerous secretion is the high 
aim of treatment. If at the same time the function 
of the duct can be restored, a double aim will have 
been accomplished. Removal of obstruction to the 
intranasal portion of the duct and careful use of 
small probes will be sufficient in many instances to 
reestablish potency of the duct. Destruction of the 
sac by actual or potential cautery accomplishes 
only one thing; it stops the secretion from the 
tissues destroyed. Extirpation of the sac after the 
method of Meller gives most satisfactory results 
in most cases. When the sac has not been destroyed 
it may be tapped from the nasal side, by a procedure 
that will at the same time allow exposure of the 
anterior ethmoid cells and take care of any other 
intranasal obstruction.” 

The technique is described in detail and fully il- 
lustrated. T. A. ALLEN. 


Gonz4lez, J.: Another Case of Malignant Pteryg- 
ium (Un caso mas de pterigién maligno). Med. 
Thera, 1919, iii, 80. 

In 1918 Gonzalez published the results obtained 
by the subconjunctival injection of fibrolysin in 
cases of malignant pterygium in which the classical 
surgical treatment had failed several times. In this 
article he reports another case of the same sort. 

The patient presented himself at the dispensary 
with an enormous pterygium on the left eye. He 
had been operated upon four times at other clinics 
and each time the condition had recurred. He ex- 
pected to undergo another operation, but in view 
of the tendency of the excrescence to recur, it was 
decided to try the fibrolysin treatment. 

From the internal angle of the left eye, near the 
caruncle, a thickening of the bulbar conjunctiva of 
fibrous aspect, hard and very prominent, extended 
along the base of the conjunctival sac, its most exter- 
nal part reaching to the cornea. The surface was not 
uniform; in the center were small elevations a num- 
ber of which surrounded a larger elevation which was 
red, conical, and smooth. From the base of the 
latter a membrane paler than the rest of the excres- 
cence extended downward and inserted into the 
free border of the lower eyelid. The pterygium cov- 
ered a large part of the cornea, reaching almost to 
the midline and hiding half of the pupil. In the rest 
of the eye there was a generalized conjunctivitis 
with an abundant secretion of mucus. 


The first three days of treatment were devoted to 
the correction of the congestion since as a rule fibro- 
lysin acts better in tissues which are not hyperemia. 
On the sixth day, after anesthesia was induced with 
cocaine and adrenalin, a few drops of a 1:50 solution 
of fibrolysin were injected. Th’s was followed by a 
slight vascular reaction lasting about fourteen hours. 
After that a slight pallor was noticed throughout the 
pterygium, especially in the portion covering the 
cornea. 

Four days later the second injection of the same 
solution of fibrolysin was made. The pallor of the 
membrane then became accentuated and extended 
to the fleshy elevation. The fibrous portion near 
the caruncle and the semilunar fold, however, 
showed no appreciable change. 

The same solution was then injected a third time. 
The ischemia in the zone it infiltrated was very 
marked and the small elevations have become almost 
imperceptible. 

For the fourth injection a 3:100 solution of the 
fibrolysin was used. Slight pain and a light reac- 
tion which followed passed off in a few hours. The 
membrane over the cornea was by this time much 
thinner and beginning to become transparent. 

After the fifth injection the tenseness in the bands 
of symblepharon which decreased the palpebral 
aperture disappeared, permitting greater mobility 
in the lower lid. 

After the sixth injection the large fleshy elevation 
was so flat that it seemed about to disappear and the 
rest of the pterygium was much atrophied and 
very pale. 

At the end of fifteen days the patient was dis- 
charged. The article contains illustrations showing 
the eye as it was at first, the improvement after the 
fifth injection, and the results at the end of treat- 
ment. M. M. Matrutes. 


EAR 


McKenzie, D.: Congenital Redundant External 
Meatus; Repeated Abscess Formation; Ex- 
cision. Proc. Roy. Soc. Med., Lond., 1919, xiii, 
Sect. Otol., 5. 


The patient, a boy aged 7, presented at birth a 
redundant auricle on the right side. After repeated 
operations for abscess behind and below the left ear 
the condition was found to be due to a second re- 
dundant external meatus. The position, pathology, 
and probable pathogenesis of the latter was as 
follows: 

The accessory meatus was anterior to the mastoid 
process and below the normal meatus. The bony 
floor of the latter seemed deficient and a fine skin- 
lined fistula connected it with the accessory struc- 
ture. The skin-lined tube was an inch long and 
ended blindly. It was surrounded by a thick fibrous 
collar throughout, especially at its outer end where 
the adjacent tissues were pus-soaked. A second 
fistula, that of the original abscess, discharged 
behind and below the auricle. A cartilaginous 
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nodule, probably the auricular cartilage of the re- 
dundant meatus, was distinct from the latter and 
lay close to the posterior surface of the normal 
auricular cartilage. 

Pathologic examination disclosed a tube simulat- 
ing a meatus with suppurating sinuses connected to 
it. The tube was composed largely of dense fibrous 
tissue. It was bound by muscle fibers and contained 
sebaceous glands and hairs and islands of cartilage, 
but no cartilaginous plate. The lumen and the 
channels of the fibrous tissue contained inflamma- 
tory products. The structure throughout was most 
erratic as is usual in an accessory organ. 

The steps in abscess formation are: first, secretion 
into the lumen of the meatus; then, pus formation 
following infection through the fistula into the 
normal meatus; and finally, external discharge 
through the postauricular fistula and in part 
through the softened adjacent tissue. 

Close analysis of the literature reveals but four 
cases comparable in detail to the congenital mal- 
formation described, but four others, in which the 
congenital origin is doubtful, resemble it. 

J. D. Cook. 


Royster, L. T.: Otitis Media. South. M. J., 1920, 
xiii, 10. 

Royster discusses otitis media from the stand- 
point of the pediatrician. After emphasizing the 
importance of the complications of measles, scarlet 
fever, rhinitis, nasopharyngitis, whooping cough, 
and influenza, and urging prompt examination of the 
ears when there is an unexplainable rise of tem- 
perature, he mentions eight distinct types of infec- 
tion which he has observed following influenza: 

Type 1. By far the most common type is that 
in which there is fever, general redness of the drum, 
with or without bulging, and sometimes pain. On 
being incised promptly the drum discharges a 
purulent or mucopurulent bloody fluid. This dis- 
charge may continue for from twenty-four hours to 
several days. The drum then heals promptly and 
returns to its natural bluish-gray color. 

Type 2. A second type is one in which the drum 
does not heal so promptly after being incised and 
the condition runs a prolonged course. In some 
cases the drainage continues until the mastoid cells 
are thoroughly cleaned out. 

Type 3 is a type in which the middle ear infection 
is followed very rapidly by acute mastoiditis. 

In Type 4 there is a red bulging drum which on 
incision emits a single perle of thick, tenacious, 
glairy mucus resembling grape pulp. This is ex- 
pelled with evident force and on the following day 
the drum is perfectly normal in appearance. 

Type 5 is a type in which the drum is red and 
thick like red parchment but not bulging. When 
incised, it bleeds freely, scantily, or not at all, but 
does not discharge pus or serum. Some cases clear 
up quickly, while others tend toward a chronic 


‘course, but clear up completely after the removal 


of adenoids. 


Type 6. This is a type in which the drum is red 
and when it is incised air or gas under pressure 
escapes with a distinct hissing sound. 

Type 7 is characterized by the formation of a 
bleb on the membrane—true myringitis. 

In Type 8 the drum is thickened but not red, and 
there is fever. Incision of the drum evacuates pus. 

The author believes that the drum should be in- 
cised before bulging has occurred. 0. M. Rorrt. 


Blackwell, H. B.: The Treatment of the Chronic 
Discharging Ear. N. York M. J., 1919, cx, 933. 


The successful treatment of chronic otorrhaea 
depends upon removing the pus thoroughly and 
regularly and keeping the canal not only clean but 
dry. The physician should instruct the patient how 
to do this. The chief requisite for successful results 
is aeration of the middle ear. The tympanic cavity 
must have a free opening to the air, both externally 
by way of the auditory canal, and internally by way 
of the eustachian tube. The removal of granulation 
tissue in the form of nasal polyps should invariably 
precede curative measures of any kind. To obtain 
internal aeration by way of the eustachian tube all 
causes of nasal obstruction, such as deflected septa 
or nasal polyps, should be curetted or removed. 

For the treatment of a profuse discharge from the 
ear boric acid irrigations are recommended. These 
should be repeated as often as necessary to remove 
the pus and lessened as the discharge diminishes. 

J. J. Kine. 


Lewis, J. D.: Acute Mastoiditis. Minnesota Med., 
1920, iii, 15. 

In order to establish prompt and adequate 
tympanic drainage, the older practice of merely 
puncturing the drumhead (paracentesis) should be 
replaced by free incision (myringotomy). This 
measure often serves not only to terminate the 
purulent condition of the middle ear but to prevent 
a further extension of the process beyond the 
tympanic cavity. 

After the performance of myringotomy or the 
occurrence of spontaneous rupture of the drum- 
head invasion of the mastoid cells is indicated when 
the streptococcus capsulatus is found to be the 
predominant organism in the aural discharge. This 
virulent organism induces extremely rapid ex- 
tension and destruction. In 3 cases of mastoiditis 
of pneumococcic origin recently operated upon by 
the author the mastoid involvement followed in 
from five to eight days after the acute. aural infec- 
tion. 

Marked impairment of the hearing and a sudden 
cessation of the aural discharge, indicating an inter- 
ference with drainage, afford conclusive evidence 
of mastoiditis and indicate operative intervention. 
Other rel‘able manifestations are the unsymmetrical 
meati in the otoscopic picture and a persistent 
discharge from the middle ear continuing for ten 
days or longer. 
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The performance of mastoidectomy before the 
onset of complications is attended with little risk 
even when the sigmoid sinus and dura are un- 
covered for inspection provided the dura is not 
wounded at operation. 

The author concludes his article with the state- 
ment that while conservatism in itself is commend- 
able, it is not expressed by deferring myringotomy 
or mastoidectomy when they are indicated. 

J. J. Kine. 


MacNaughton, P. D., and Swift, G. W.: Some 
Observations Recorded in a Series of 159 
Mastoid Operations at Fort Riley, Kansas, 
from September, 1917, to August, 1, 1918. Mil. 
Surgeon, 1920, xlvi, 94. 


The report includes 159 primary operations and 
26 secondary operations, making a total of 185. 
Simple mastoidectomy was the usual procedure. 
In a fair proportion of cases it was necessary to 
remove the posterior superior wall of the external 
canal down to the annulus because of the extensive 
necros’s. Primary radical mastoidectomy was per- 
formed in 15 cases. Ligation of the jugular vein 
and closure of the lateral sinus were done in 4 cases. 
The dura was extensively exposed in 4 cases in 
which the radiographs showed necrosis of the dural 
plate. One extradural abscess and one temporal 
lobe abscess were drained. Both of these patients 
recovered. 

The tonsil was found to play an important part 
in the infections of the streptococcic type. The 
blood cultures, which showed the presence of 
streptococcus hemolyticus, and the postmortem 
findings indicated that mastoiditis is not always 
due to direct extension from the nasal and pharyn- 
geal membranes by way of the eustachian tube; 
that the tonsil is the usual seat of infection of the 
blood stream; that otitic meningitis is a rare com- 
plication; and that general meningitis may occur 
with mastoid infection and may be independent of 
the mastoid infection. 

On the basis of the observations reported, the 
authors arrive at the following conclusions: 

1. The tonsil plays an important réle in the 
etiology of mastoiditis of the acute type. 

2. A primary focus developing in the mastoid 
area is of acute onset; rapid destruction of bone is 
the result. 


3. Other infections, such as pneumonia, meningi- 
tis, and toxic joints, frequently occur at the same 
time. 

4. The most reliable diagnostic symptom during 
the entire course of mastoiditis is the persistent 
headache. 

5. The value of radiograms before and after 
operation depends upon the technique and their 
interpretation. They should form a part of the 
preparation for operation and after-treatment. 

6. Meningitis due to extension from the mastoid 
was very rare in this series. Only one case was 
of otitic origin. 

7. Meningitis due to blood-stream infection of 
the streptococcus type frequently occurs when the 
mastoiditis also is due to blood-stream infection. 

8. Exposure and breaking through of the lateral 
sinus and dura during operation are not serious 
accidents but should be avoided when possible. 

9. Ligation of the jugular vein should be antic- 
ipated at all mastoid operations. 

10. Carrel-Dakin solution and dichlorazine paste 
are of great benefit in the after-treatment. The 
former helps to cleanse the wound of secretion and 
may be used safely every second or third day. The 
paste should be fresh and its application should be 
begun at the third dressing. 

11. Serum treatment is of no avail when the 
radiograms show involvement of the cells but is of 
great benefit when a septic temperature follows 
operation. All patients with blood-stream strepto- 
coccus infection should be given anti-streptococcus 
serum intravenously for several days after opera- 
tion. It is best given in 25 c.c. doses every three or 
four days. There is little reaction and the result- 
ant fall in temperature is remarkable. J. J. Kinc. 


Dickson, T. A.: The Mastoid Operation under 
Local Anesthesia. Texas State J. M., 1919, 
XV, 290. 


For mastoid operations the author uses novocaine — 


along the auricularis magus and occipitalis minor, 
over and around the tip, down the side of the canal, 
and above the zygomatic ridge. After the mastoid is 
exposed, the tip is opened with rongeur forceps. 
When the cells have been cleaned up to the antrum 
and this cavity has been opened, the solution is 
introduced and left until the field is thoroughly 
cleansed. O. M. Rort. 
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Coates, G. M., and Raskin, M.: The Technique of 
Tonsillectomy in Use at the Camp Hancock 
Army Hospital, 1918. N. York M. J., 1920, cxi, 
92. 


The author gives credit for the first description of 
the method which is the subject of this article to 
Lewis of Jefferson Medical College. The excellences 
claimed for it are that its technique is simple and can 
be executed quickly, it is applicable to local or gen- 
eral anesthesia, and it shortens the convalescence. 
The authors have never noted primary or secondary 
hemorrhage or any other complications consequent 
to its use. 

After a hypodermic of morphine and atropine in 
the cases of nervous patients, 10 per cent cocaine 
hydrochloride is slowly applied to the plice, the 
anterior pillars, the base of the uvula, the pharynx, 
and the base of the tongue, and an applicator dipped 
in 10 per cent cocaine is inserted for several minutes 
between the base of the tongue and first one and 
then the other tonsil. The point for hypodermic in- 
jection is the midpoint of the anterior pillar. After 
the application here of 3% per cent of iodine, a 
straight hypodermic needle is inserted just beneath 
the anterior pillar, inclined laterally, and pushed 
in 1 or 2 cm., the fluid being lodged between the 
capsule and the superior constrictor muscle. The 
anesthetic of choice is 2 c.c. of apothesine in normal 
salt solution and several minims of adrenalin chloride 
1:1,000, but o.1 of 1 per cent cocaine, 1 per cent 
novocaine, or even normal salt solution may be 
used. Injections may be made into both tonsils at 
once. Inability to articulate is evidence that good 
anesthesia has been obtained. 

The incision is begun and continued at all times 
just within the tonsillar tissue. The cut begins just 
back of the lower part of the anterior pillar, follows 
this upward, and sweeps over the grasp of the 
forceps and down to the base of the tonsil just 
anterior to the posterior pillar. The depth of the cut 
is sufficient to insure the eversion of the tonsil. For 
the anterior incision the knife is held as nearly as 
possible across the fauces from the opposite corner 
of the mouth in order to undermine the anterior 
pillar, and any obstructing plica triangularis is cut. 
At the superior pole of large submerged tonsils the 
cut is deepened. The posterior incision is made com- 
paratively shallow in order to avoid injury to the 
palatopharyngeus muscle. 

In the second step of the operation the released 
forceps are threaded through the snare loop and 
re-applied more deeply in the tonsil, the upper blade 
preferably in the upper incision. The forceps hand 
holds the snare with the little finger. Next, the 
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depressor is withdrawn and the snare, transferred 
to the other hand, encircles the lower pole. The 
tonsil is everted by traction medianward with the 
forceps and gentle pressure with the snare loop 
against the pillars. Having been severed. with the 
snare, it is then removed inside out and with the 
capsule intact. 

In the cases reviewed the greater number of fosse 
were practically dry and in no cases was ligation 
necessary. The tendency to bleed is easily con- 
trolled by inserting between the pillars a gauze 
sponge saturated in equal parts of the tinctures of 
ferric chloride and iodine and the compound tincture 
of benzoin. Such sponges may be left in place for 
hours. 

Postoperative treatment was limited to soft or 
liquid diet of 1,500 calories for two or three days, a 
tepid gargle of a 1:4,000 solution of potassium 
permanganate every three hours, and at times the 
experimental application of a 5 per cent solution of 
dichloramine-T in chlorcosane oil twice a day. 

J. D. Coox. 


Bishop, W.: Tonsillectomy. J.-Lancet, 1919, n.s. 
XXxix, 644. 

The author deplores the great number of in- 
complete tonsillectomies performed, gives his own 
technique, and draws attention to several points 
necessary to prevent leaving portions of tonsil tissue 
behind. 

The instruments used are a scalpel, a Lee-Hurd 
combination dissector and pillar retractor, a tonsil 
forceps, a tongue depressor, hemostats and sponge 
holders, and a snare. General anesthesia is re- 
served for children and nervous adults. Local 
anesthesia is induced by a few injections (10 
minims) of 75 per cent cocaine solution to which 
adrenalin chloride may be added (1 drop of a 1:1000 
solution to 4 c.c. of cocaine solution). 

The initial incision extends along the free margin 
of the anterior pillar in its entire length, cutting 
through the plica tonsillaris which spreads over the 
edge of the pillar onto the face of the tonsil. The 
plica having been cut through, the scalpel is slipped 
under the edge of the anterior pillar, between it and 
the capsule of the tonsil, and inserted to a depth of 
¥% in. The pillar is then separated from the capsule 
by a sweeping excursion of the scalpel. This having 
been done, the anterior pillar is retracted outward 
with a retractor, the glistening capsule of the tonsil 
being exposed to view. This is then grasped firmly 
in the tonsil forceps, care being taken to include the 
uppermost portion. The forceps once applied should 
not be removed until the operation has been com- 
pleted. The tonsil firmly grasped in the forceps is 
then pulled downward and forward toward the 
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center of the mouth, and by a sweeping excursion 
of the dissector made to follow its contour is sepa- 
rated from the connective-tissue anchorage. On 
reaching the top of the tonsil, the delicate posterior 
pillar is separated from the capsule by pushing the 
dissector backward and downward close to the tonsil 
and following its contour. The operation is com- 
pleted with the snare. 

The three sites where tonsil remnants are found 
most frequently and which therefore should be care- 
fully inspected are: (1) the so-called velar lobe of 
the tonsil high up under the anterior pillar; (2) the 
back of the anterior pillar; and (3) at the base low 
down near the tongue. ° O. M. Rorr. 


Gill, E. G.: The Technique for Enucleation of 
the Tonsils with Local Anzsthesia: Report 
of Two Interesting Cases with Pleasing Re- 
sults. Laryngoscope, 1919, xxix, 715. 

The technique employed by Gill in the enuclea- 
tion of tonsils under local anesthesia is as follows: 

Twenty minutes prior to the operation, while still 
in his own room, the patient is given a hypodermic 
of 1/6 gr. morphine sulphate with 1/180 gr. atropine 
sulphate. At the end of twenty minutes he is brought 
to the operating room on a carriage and placed on 
the table in a semi-reclining position. A small 
amount of 10 per cent cocaine is then applied by 
means of a cotton applicator to the posterior two- 
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thirds of the tongue and the outer surface of the 
tonsils. Next, a solution of 1 per cent procaine, 4 
drams of which contain 10 minims of 1:1000 adren- 
alin chloride, is injected into the base of the tonsil, 
the space between the posterior pillar and the ton- 
sil, the superior pole of the tonsil between the ton- 
sillar tissue and the mucous membrane of the plica, 
and between the anterior pillar and the tonsil. 
After the solution has been injected first into the 
right and then into the left tonsil, the right tonsil is 
grasped with a curved, mouse-tooth, scissor-handled 
forceps with narrow blades about 2 inches long. One 
of the most important steps in the operation is the 
securing of a firm grasp on the tonsil. This is best 
done by firmly planting the upper blade of the for- 
ceps into the capsule just below the upper angle of 
the converging pillars, inserting the lower blade to 
the same depth in the inferior flexion of the capsule, 
and then locking the handles. Traction is now made 
on the handle of the forceps and the tonsil pulled up 
and out. Next, a small snip is made with the scis- 
sors at the upper angle where the tonsillar capsule 
and the converging pillars meet. The posterior pillar 
is then separated, and to separate the anterior pillar 
the blades of the scissors are opened and the right 
blade is carried around the anterior surface of the 
tonsil. To separate the tonsil from the fossa a Hurd 
separator is used and the operation is finished with a 
Tyding snare, O. M. Rorr. 
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